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An Examination of HIV Risk, Testing and Prevention Intervention Participation among 
Vulnerable Youth: A Case Study 
by 
Bianca V. Lopez 
 
Advisor: Christian Grov 
Background: Young gay, bisexual and other men who have sex with men (YGBM) of color are 
disproportionately affected by HIV and bear the burden of the disease in the United States.   
Gay and bisexual men – referred to in surveillance systems as men who have sex with men 
(MSM) – continue to be the risk group most severely affected by HIV in the United States. The 
dissertation study explored factors related on HIV prevention intervention participation, HIV 
testing and sexual risk behaviors among YGBM ages 13-29 in the Bronx. Additionally, this 
dissertation endeavored to study the concept of “intervention fatigue”, a component HIV 
prevention fatigue, which is the occurrence when prevention messages are so common to 
participants in the target group that they become tiresome background noise and are 
subsequently ignored while participating in HIV prevention behavioral interventions. The 
conceptual framework for this dissertation project was operationalized using Gelberg’s update 
of the Andersen’s Model for Healthcare utilization to create the Behavioral model for 
vulnerable populations. The goal of this dissertation was to: 1) to conduct a case study to 
incorporate feedback on recommendations for best practices for the delivery of HIV prevention 
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services to YGBM, 2) to explore factors related to “intervention fatigue” as it applies to YGBM in 
the Bronx, and 3) to explore factors of HIV prevention intervention participation, HIV testing 
and outcomes among YGBM of color. 
Methods: A mixed methods approach, both qualitative and quantitative methods, was used for 
this dissertation study. As part of the qualitative component in depth interviews were 
performed with BOOM!Health Prevention staff and to inform a case study to incorporate their 
feedback on recommendations for best practices in delivering HIV prevention services to 
YGBM. With qualitative methodology, I assessed how to operationalize intervention fatigue and 
what factors influence this fatigue. Focus groups exploring HIV risk, testing and participation in 
HIV prevention interventions were conducted at BOOM!Health with a total of twenty-three (23) 
cisgender YGBM, one (1) transgender woman and (1) gender non-binary individual between the 
ages of 17-29 years old. These youth were recruited using social networks, and with the 
assistance of BOOM!Health staff. Quantitative data analysis was utilized to assess the 
relationship between intervention participation and HIV testing. The sample included a total of 
2,198 clients, 2,058 cisgender men who identify as gay, bisexual or MSM (YGBM) and 140 young 
transgender women.  Significant differences between clients who participated in HIV 
prevention services and clients who did not participate in HIV prevention services at 
BOOM!Health during this three-year period were assessed using bivariate analyses to generate 
χ2  statistics, t-tests  and associated probabilities. The outcome variable of interest was 
utilization of HIV prevention services (which included either having at least one HIV test and/or 
participation in at least one HIV prevention intervention (group level or individual level) in 
2014-2016).  Covariates included: sex with men, sex with females, sex with transgender 
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females, sex with men for drugs, sex with men who had unknown HIV status, sex with 
anonymous male partners, sex with men while high on drugs or intoxicated, recent sexually 
transmitted disease (STD), engaging in sex work and previous incarceration.   Variables with 
significant chi-square results at p < .05 were included in a binary logistic regression model. 
Results: Through the qualitative component of the dissertation research (aim # 1), eight themes 
emerged through in-depth interviews with BOOM!Health staff in the case study, that were 
identified as either facilitators and/or barriers to YGBMSM accessing HIV prevention services or 
services that this community direly need to reduce HIV risk: (1) basic needs, (2) incentives, (3) 
staff reflects the community (LGBT/People of Color),  (4) need for peer health educators, (5) 
recruitment utilizing sub communities such as the house ball community, (6) packaging 
messages, (7) homophobia, and (8) HIV stigma. In an exploration of factors related to 
“intervention fatigue” among YGBM participating in HIV prevention services in the Bronx (aim # 
2), I found that these men did not experience fatigue participating in interventions per say, but 
they do prefer innovative approaches and locally developed, or adaptations of evidence-based 
interventions as opposed to CDC DEBIs. The focus group component of the dissertation study 
identified life circumstances impacting YGBM, including homelessness, incarceration and the 
impact of previous involvement in foster care and unsupportive families. Other issues that were 
mentioned included food insecurity and the need for employment programs that include job 
placement. When discussing accessing HIV prevention services, many participants stated they 
were tested for HIV frequently, between 3-6 times a year.  The participants made their 
preference for locally adapted interventions very clear which provide up to date HIV prevention 
information, include modules on PrEP and PEP, and also utilize social marketing tools that 
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emphasize intervention participants creating and posting unique prevention messaging on 
social media for their friends and peers. Most participants stated there was a lack of gay 
sex/anal sexual health education outside of HIV prevention interventions offered by 
community-based organizations. When focus group participants were asked if intervention 
participation influenced condom use, there was a mixed response, some stated they used 
condoms and others did not. Intervention participation has increased PrEP awareness among 
YGBM, but there were varying opinions about the use of PrEP (some participants were willing 
to try it while others were afraid of side effects).  Participants were asked about other issues 
impacting health and access to HIV prevention services and three themes that were discussed 
across the focus groups included homophobia/stigma, incentives and the need for mental 
health services. In the quantitative component of the dissertation study (aim # 3), significant 
differences between clients who participated in HIV prevention services and clients who did not 
participate in HIV prevention services at BOOM!Health during this three-year period were 
assessed using bivariate analyses to generate χ2  statistics, t-tests and associated probabilities. 
The exposure was compared between client groups who utilized HIV prevention services in 
2014-2016 and those who did not receive services during this period.  There was a difference in 
age of clients who participated in HIV prevention services versus those who did not (23 years 
old vs. 25 years old). The race/ethnicity composition for both groups did not significantly differ, 
many clients in both groups were Black or Latinx.  However, there was a significant difference in 
housing status, 50% of clients who participated in HIV prevention services were homeless, 
unstably housed (i.e couch-surfing) or in temporary housing, compared to 28% of clients in the 
group who did not access prevention services ( χ 2 =110.86, p < 0.001).  In comparing the two 
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groups, those who received prevention services were more likely to report having engaged in 
sexual activities that put them at risk for HIV. Those who engaged in HIV prevention services 
were significantly more like than those who did not, to have engaged in a range of behaviors 
that would put them at risk for HIV. Variables that were significant in bivariate analyses were 
included in a binary logistic regression model: sex with females, sex with anonymous male 
partners, sex with men while high on drugs or intoxicated, recent sexually transmitted disease 
(STD), as well as housing and history of incarceration, to investigate a possible relationship 
between these variables and the outcome variable, HIV prevention service utilization (using the 
framework of the Behavioral model for vulnerable populations to identify traditional and 
vulnerable domains). The results of the logistic regression analysis show that an association 
exists between previous incarceration, housing, and accessing HIV prevention services. Clients 
who have been previously incarcerated were significantly more likely to access HIV prevention 
services (AOR = 2.06; 95% CI 1.37-3.09). Housing had a negative association with HIV prevention 
service utilization (AOR= 0.40; 95% CI 0.33-0.48). Additionally, the following sexual health risk 
factors were positively associated with accessing HIV prevention services in this study, such as 
previous sexually transmitted infection, anonymous sex with men, and sex with cisgender 
women. Clients who had a recent STD were more likely to engage in HIV prevention services 
(AOR = 1.97; 95% CI 1.07-3.64). Clients who had a were anonymous sex with men, more likely 
to engage in HIV prevention services (AOR = 1.52; 95% CI 1.18-1.97). Clients who had sex with 
cisgender women (in addition to having sex with males as part of the study inclusion criteria) 
were four times more likely to participate in HIV prevention services (AOR=4.05; 95% CI 3.26-
5.22). When adding lack of health insurance to the regression model as an enabling factor, as 
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part of the traditional domain of the Behavioral model for vulnerable populations, it had a 
negative association on HIV prevention service utilization.   
Conclusion: Through my dissertation research, I learned that when engaging YGBM, 
tremendous importance of not only providing HIV prevention education and services, giving 
immediate support through incentives therefore, competing or basic needs must also be 
addressed. Staff delivering HIV prevention programming should be representative and/or 
knowledgeable of the community they serve but also these youth should have a role in 
developing and disseminating messages. Participants did not experience fatigue participating in 
interventions per say, but they respond more favorably to interventions that employ innovative 
approaches. I conclude this dissertation with the following strategic goals that could improve 
the delivery of HIV prevention services. First, there should be an enhancement of data 
collection and improved access to technology; second, there must be an investment in 
developing peer programs, with access to training and certification, and finally, HIV service 
agencies should create “a one stop shop” and provide participants with co-located services to 
address basic needs and cross-system involvement. 
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The History of HIV/AIDS and its burden on African American and Latinx Gay, Bisexual, or Men 
who have sex with Men (MSM)-Epidemiologic profile 
  
 At the end of 2016, an estimated 1.1 million people aged 13 and older had HIV in the United 
States, and approximately 14% of those infections had not been diagnosed.1 Young gay, bisexual and 
other men who have sex with men (YGBM) of color are disproportionately affected by HIV and bear the 
burden of the disease in the United States.   Gay and bisexual men – referred to in surveillance systems 
as men who have sex with men (MSM) – continue to be the risk group most severely affected by HIV in 
the United States. Of the 37,832 new HIV diagnoses in the US, and dependent areas in 2018, 69% were 
among Gay, Bisexual and men who have sex with men (86% of diagnoses among males), 24% were 
among heterosexuals, and 7% were among people who injected drugs.2  In 2018, the Centers for Disease 
Control and Prevention (CDC) estimated Black/African American male to male sexual contact accounted 
for the largest number of HIV diagnoses (9,499), followed by Latinx male to male sexual contact (7,543) 
and white male to male sexual contact (6,423).2 Among the new HIV diagnoses in the US and dependent 
areas by age in 2018, the 25-34 age group had the highest number of new diagnoses at 13,458 followed 
by the 13-24 age group at 7,807 new diagnoses.2 HIV incidence rates vary regionally across the US, with 
southern states accounting for more than half of the 38,739 new HIV diagnoses in 2017.1  
 In 2018 the annual number of new HIV diagnoses fell below 2,000 in New York City for the first 
time, with 1,917 new HIV diagnoses made and reported in NYC. This represents an 11.1% decrease from 
the 2,157 new HIV diagnoses reported in NYC in 2017.3 The estimated number of new HIV infections in 
NYC also continued to decline, with a 41% decrease since 2014 and a 16% decrease from 2017 to 2018. 
For the second time since surveillance of HIV‐exposed births in NYC began, there were no new perinatal 
HIV transmissions reported in NYC in 2018. That year, there were 1,917 new HIV diagnoses and 1,214 
new AIDS diagnoses in New York City. As of the end of 2018, 127,287 people had been diagnosed with 
HIV or AIDS, reported in New York City and were presumed to be living. As of March 31, 2019, there 
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were 1,683 deaths reported among people with HIV in 2018.3 In 2018, 13% of newly diagnosed people 
were identified as having acute HIV Infection1 (AHI), up from 10% of new diagnoses in 2014. Among 
MSM with AHI, a greater proportion of Black and Latinx/Hispanic MSM were under 30 years of age 
compared with White and API MSM with AHI.3 MSM were overrepresented among AHI cases in part due 
to higher testing frequency compared with other groups. 
In June 2014, Governor Andrew Cuomo issued the first ever,  three-point plan for ending the 
epidemic in New York State by 2020 which included: 1) identify persons with HIV who remain 
undiagnosed and link them to health care; 2)link and retain persons diagnosed with HIV in health care to 
maximize virus suppression so they remain healthy and prevent further transmission; 3) facilitate access 
to PrEP for persons who engage in high risk behaviors to keep them HIV negative.4 The goal is to reduce 
the number of new HIV infections to just 750 [from an estimated 3,000] by the end of 2020 and achieve 
the first ever decrease in HIV prevalence in New York State. 4 
Social Contextual Factors 
Profile of Lesbian Gay, Bisexual, Transgender and Queer or Questioning (LGBTQ) Youth  
 
Adolescence, defined as 11 through 21 years of age, is a critical period of development in a 
young person’s life, one filled with distinctive and pivotal biological, cognitive, emotional, and social 
changes.5 The importance of addressing the physical and mental health of adolescents has become 
more evident, with investigators in recent studies pointing to the fact that unmet health needs during 
adolescence and in the transition to adulthood predict not only poor health outcomes as adults but also 
lower quality of life in adulthood.5,6 
 
1 Diagnosis of HIV in the acute phase (AHI) enables early treatment, which reduces morbidity and onward 
transmission to exposed partners and may have some immunological benefit. 
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In 2017, the Human Rights Campaign Foundation partnered with researchers at the University of 
Connecticut to deploy a comprehensive survey capturing the experiences of lesbian, gay, bisexual, 
transgender, and queer or questioning (LGBTQ) youth in their family settings, schools, social circles and 
communities. Over 12,000 youth aged 13-17 participated in the survey, with representation from all 50 
states and the District of Columbia.7 The survey results showed that parents and families play an 
essential role in promoting adolescent health and well-being. Studies have shown the positive health 
outcomes for LGBTQ youth whose families are supportive and accepting, including greater self-esteem 
and resilience, and a lower risk of negative health outcomes such as depression, distress, hopelessness 
and substance use. Most LGBTQ youth are aware of their sexual orientation or gender identity by the 
start of adolescence. Many LGBTQ youth report coming out, being outed or being found out by their 
family as extremely stressful with more than three quarters of youth in surveyed sample rate coming 
out as LGBTQ to their parents as extremely stressful.7  
 In 2011, researchers from the Urban Institute launched a three-year study of LGBTQ youth; 
young men who have sex with men; and young women who have sex with women who have engaged in 
survival sex in New York City.8 Working in partnership with the New York City–based organization 
Streetwise and Safe (SAS), researchers trained youth leaders to conduct in-depth interviews with a total 
of 283 youths who engaged in survival sex in New York City.8 During these interviews, the youth were 
asked a wide range of questions about their backgrounds and experiences. The information they shared 
paints a vivid picture of how they survive in the face of adversity, often dealing with issues rooted in 
poverty, homophobia, transphobia, racism, child abuse, and criminalization. LGBTQ youth, YMSM, and 
YWSW lack access to voluntary and low-threshold services, including short- and long-term housing, 
affordable housing and shelter options, livable-wage employment opportunities, food security, and 
gender-affirming health care.8 Many of the youth who are able to access these services experience 




Homelessness is one of the most unrelenting issues facing a disproportionate number of LGBTQ 
youth in our country today. According to a recent report, LGBTQ youth and young adults are 120% more 
likely to experience homelessness than their straight and cisgender peers.9 Service providers also 
estimate anywhere from 20-40% of youth experiencing homelessness identify as LGBTQ, while only 7-
10% of the general youth population identifies as such.10  Homelessness is an ongoing issue for a 
significant proportion of youth who engage in survival sex.2 Researchers speaking directly with youth 
identified through respondent-driven sampling found that over half (54%) of youth engaged in survival 
sex in New York City were young men, while 42% were young women and 4% were individuals who 
identified as transgender.11 These results appear to be consistent with those of a study based on surveys 
of homeless youth in New York City, which found that young men were three times more likely to have 
traded sex for a place to sleep than young women.12 According to a survey of nearly 1,000 homeless 
youth in New York City, young men were three times more likely than young women to have traded sex 
for a place to stay, and LGBTQ youth were seven times more likely than heterosexual youth to have 
done so.12 Transgender youth in New York City have been found eight times more likely than non-
transgender youth to trade sex for a safe place to stay.12 Nationally, in 2011, 48 % of transgender people 
reporting involvement in sex work also report homelessness.13 
Incarceration 
 
Incarceration takes a toll on individuals, families and communities. Between 2014 and 2017, 
young black and Latinx males between the ages of 14 and 24 account for only five percent of New York 
City’s population, compared with 38 percent of reported stops by the NYPD. Young black and Latinx 
males were innocent 80 percent of the time.14 Black and Latinx New Yorkers experience higher policing 
 
2 Survival sex is defined as the practice of people who are homeless or otherwise disadvantaged in society, trading 
sex for food, a place to sleep, or other basic needs. 
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compared with non-Latinx White New Yorkers.14 This leads to higher rates of detention, which may 
include long periods of time spent in jail before trial. People who have been incarcerated are more likely 
to experience mental and physical health problems. They may also have trouble finding employment 
and housing and accessing healthy food. In the Mott Haven and Melrose sections of the Bronx, where 
the focus groups for this dissertation project were held, 1,214 per 100,000 youth/adults ages 16 and 
older have experienced jail or incarceration in 2018.15 This is almost double the rate of incarceration in 
the entire borough of the Bronx (670) and three times the rate for New York City (425).15 
LGBTQ youth experiencing homelessness are disproportionately likely to encounter the juvenile 
justice system. As reported by youth service providers, up to 40% of youth experiencing homelessness 
are LGBTQ; furthermore, 30% of LGBTQ youth experiencing homelessness were also reported to have 
had contact with the juvenile justice system.10  Prior engagement with child welfare and juvenile justice 
systems are interrelated life circumstances reported by LGBTQ youth.12,16,17 Voices of Youth Count 
report, issued by Chapin Hall, found that nearly 1/3 of young people experiencing homelessness had 
been in foster care and nearly half had been in juvenile detention, jail or prison.9 In a study of 
commercially sexually exploited children in New York, researchers found that an overwhelming majority 
of youth engaged in survival sex had prior child welfare involvement, typically in the form of child abuse 
and neglect allegations or investigations (69%) or foster care placements (75%). 18 Furthermore, over 




Gay men of color, particularly, African American gay men, experience HIV-related stigma and 
homophobia, within the larger societal context of racism. One of the most widely identified structural 
level determinants of HIV risk among youth and adolescents is the manifestation of social and cultural 
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norms in stigma.19 Sociologist, Erving Goffman has defined stigma “as the social identification of an 
individual or group of individuals based on physical, behavioral, or social traits, which may result in 
marginalization or discrimination and is often understood to be a symptom and byproduct of social and 
structural inequality”.20,21  In a recent qualitative study of African American gay men, the thematic 
analysis yielded three important themes: (1) homophobia and HIV-related stigma existed within the 
larger social context of racism; (2) coping with social rejection, stemming from racism and homophobia, 
was cited when men chose to engage in unprotected intercourse with other African American gay men; 
and (3) anticipated slights and rejection hindered efforts to disclose positive HIV status to friends, 
family, and sexual partners.22  Stigma also hindered efforts for seeking HIV testing and treatment.  A 
randomized controlled study of African American YGBM researching the impact of stigma, comparing an 
online HIV intervention that included information, interactive skills-based activities, and connections 
with other participants through structured social networking forums to a control website that provided 
information about HIV and other sexually transmitted infections (STI) found that results were dependent 
on HIV status.23  Among seronegative /serounknown YGBM, internalized and externalized stigma were 
positively associated with psychological distress, and diminished the protective effect of social support 
on psychological distress.23 Among YGBM living with HIV, externalized stigma was associated with 
greater anxiety symptoms and diminished social support.23 Findings from this study suggest that YGBM 
who experience stigma are more vulnerable to psychological distress and may have diminished buffering 
through a lack of social support.23 
HIV Prevention Efforts 
High Impact HIV Prevention 
 
In 2014, the CDC HIV Prevention Continuum, proposed by researchers, was a response to the 
need for a HIV Care Continuum to ensure high risk individuals remain uninfected.24 The HIV Prevention 
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Continuum, similar to the HIV Care Continuum, builds on HIV testing as its foundation followed by 
linkage of HIV-uninfected persons to prevention services, retention in services, and adherence to 
services to prevent HIV acquisition and transmission.24 During the same year, Governor Andrew Cuomo 
issued the first ever three-point plan for ending the epidemic in New York State by 2020 which included: 
1) identify persons with HIV who remain undiagnosed and link them to health care; 2) link and retain 
persons diagnosed with HIV in health care to maximize virus suppression so they remain healthy and 
prevent further transmission; 3) facilitate access to pre-exposure prophylaxis (PrEP) for persons who 
engage in high risk behaviors to keep them HIV negative.25 In New York State, funding opportunities for 
HIV prevention programs have been amended to focus on the three‐point plan. Recently, the HIV Status 
Neutral Continuum was also published, which is a novel schematic of the current care environment in 
New York City that incorporates both people living with HIV (PLWH) and people at risk of HIV exposure.26 
This multidirectional continuum begins with an HIV test and proposes two dynamic, divergent paths 
depending on the test results (“HIV Primary Prevention Engagement” on the left for those testing 
negative; “HIV Treatment Engagement” on the right for those testing positive) that end at a common 
final state: engaged in clinical care, with either sustained viral load suppression (VLS) or taking PrEP 
daily, reflecting that the risk of either HIV transmission or acquisition is negligible in this state. Such a 
continuum is effectively “HIV status-neutral” in that it proposes the same approach for engagement, 
regardless of one’s HIV status.26 The common desired endpoint of the HIV Status Neutral Continuum, 
HIV Care Continuum and the ending the epidemic plan, is ensuring that individuals remain HIV-
uninfected and those who are infected with HIV are linked to care and practice medication adherence. 
In 2016, the Prevention Access Campaign issued a consensus statement on U = U (Undetectable = 
Untransmittable), that was endorsed by the New York State Department of Health, stating,  
“ People living with HIV on ART with an undetectable viral load in their blood have a negligible 
risk of sexual transmission of HIV. Depending on the drugs employed it may take as long as six 
months for the viral load to become undetectable. Continued and reliable HIV suppression 
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requires selection of appropriate agents and excellent adherence to treatment. HIV viral 
suppression should be monitored to assure both personal health and public health benefits." 27  
Several large clinical studies have recently proven the concept of U = U, which has broad public 
health implications for HIV prevention and treatment at both the individual and societal level.28 U = U 
will be invaluable in helping to counteract the stigma associated with HIV, and this initiative will create 
environments in which all people, no matter their cultural background or risk profile, feel welcome for 
prevention and treatment services.29 Funding for HIV prevention programs reflect these frameworks and 
mandate that HIV service organizations design prescriptive programs to reflect them as well.  
An important component in ending the HIV epidemic includes efforts to diagnose all people with 
HIV as early as possible, identifying new diagnoses during Acute HIV Infection, in order to link them to 
HIV treatment. HIV testing is essential in the HIV prevention continuum, as well as linkage to HIV 
services including evidence-based interventions. HIV prevention interventions focusing on behavioral 
change have been used with the aim of reducing risk for HIV by delaying sexual debut, promoting 
condom use, and/or reducing concurrency, partner change, or substance use.30  Numerous behavioral 
interventions have been evaluated; however, few have HIV endpoints and those that have, have not 
shown a reduction in HIV incidence.30,31 The CDC has identified effective behavioral interventions (EBIs) 
with good or best evidence for HIV risk-reduction based on their impact on proximate determinants of 
incidence.31 Currently, only twenty-one out of the fifty-nine behavioral EBIs endorsed by the CDC target 
YGBM, the population most at risk for HIV.32 
PrEP is a HIV prevention method in which people who are HIV-negative take HIV treatment 
drugs (antiretrovirals – ARVs) daily to reduce their risk of becoming HIV-infected.33 The idea behind PrEP 
is that if an HIV-negative person takes certain ARV pills on a regular schedule before they are exposed to 
HIV through sex, they may be protected from HIV infection.34 PrEP is not 100% effective and does not 
protect against other STIs such as gonorrhea, syphilis or chlamydia, therefore it should be used in 
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conjunction with condoms.  PrEP with adequate adherence, provides high protection from HIV for 
persons at risk, even without condom use, providing the potential to significantly reduce the population-
level burden of HIV. The results of the iPrEx study, a multi-country clinical trial found that PrEP provided 
an average of 44% additional protection to MSM who also received a comprehensive package of 
prevention services that included monthly HIV testing, condom provision, and management of other 
sexually transmitted infections.35 Widespread and equitable provision of antiretroviral therapy, as well 
as PrEP, are critical components of addressing the HIV epidemic. There are some concerns that these 
biomedical prevention strategies, especially PrEP for MSM, will lead to changes in sexual behavior, such 
as decreased condom use and a greater number of partners. 34 These changes in sexual behavior could 
exacerbate the number of STIs among YGBM.  CDC PrEP care guidelines recommend frequent testing for 
STIs, typically at quarterly intervals. 36 
Amendments were made to New York State Codes, Rules and Regulations 
classifying HIV as a Group B STD and stating that local health departments must provide directly or 
through referral diagnosis and treatment, including prevention services, to persons with or at risk of 
a listed Group B STD.3 Therefore, these amendments allow a minor to consent to HIV Prophylaxis 
(nPEP/PrEP) and treatment for HIV positive youth without parental/guardian consent or notification. 
These regulatory changes were adopted in April 2017. 
 
Profile of The Bronx  
 
In the late 1970s, the Bronx became a symbol of a systematic catastrophe in American cities 
which had degenerated from the “urban crisis” of the 1960s to an accelerating complex of massive low 
income housing loss, resulting “homelessness”, disruption of essential community networks, rising drug 
 
3 See Sections 23.1 and 23.2 of Title 10 of the Official Compilation of Codes, Rules and Regulations 
of the State of New York  
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abuse and violence, and rapid deterioration of general public health. 37 Over thirty five years later, in 
2017, 52% of all neighborhoods in the Bronx are extreme or high poverty.38  In the same year, the 
median household income in the Bronx was $38,260, in comparison to $60,010 in NYC.38 The Bronx also 
has the most community districts with the highest unemployment rates in the city.38 According to the 
NYC Department of Health and Mental Hygiene, Community Health Profiles for 2018, 29% of adults in 
the Bronx have less than a high school education in comparison to 19% of adults in NYC.15  The Robert 
Wood Johnson Foundation’s County Health Rankings Report, has ranked Bronx County as number 62 out 
of 62 counties in New York State every year since 2010.  In 2019, 27% of Bronx residents stated they 
were in “poor or fair health”, with an average of 4.9 poor physical health days and 4.3 poor mental 
health days. 39 
According to the NYC DOHMH, Community Health Profiles for 2018, the rate of new HIV 
diagnosis in the Bronx was 35.7 per 100,000 in comparison to 24 per 100,000 for NYC total.15  In 2017, 
African Americans and Latinxs ages 20-29 and 30-39 accounted for the largest proportion of new HIV 
diagnoses in the Bronx.15 There are few community based organizations in the Bronx that provide HIV 
prevention services to  gay, bisexual, and other MSM of color, including BOOM!Health, the organization 
that is providing the data for this dissertation project.   
The Bronx Knows  
 
The Bronx Knows, maintained a coalition of over 70 community partners that aimed to increase 
HIV testing in the Bronx and link HIV positive individuals to care.  In 2007, HIV prevalence in the Bronx 
was 1.7%, which was higher than the citywide prevalence of 1.3%. Some Bronx neighborhoods had a 
prevalence rate as high as 2.6%, rivaling the rates observed in Haiti and Ethiopia.40 The Bronx had the 
highest HIV-related death rate in New York City. In June 2008, New York City piloted The Bronx Knows 
HIV Testing Initiative, which included the engagement of local community leaders, the development of 
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media messages featuring local community leaders promoting HIV testing and treatment in the most 
heavily affected neighborhoods, routine HIV testing coupled with efforts to link people to and retain 
them in care, and local outreach was conducted to promote testing and linkage to care in each Bronx 
neighborhood.41 Bronx Knows partners conducted 607, 570 HIV tests in three years, with 4820 
confirmed positive results (0.8% seropositivity).42 According to self-reported data, at least 1731 of those 
testing positive during the initiative were individuals receiving a new diagnosis; by the end of the 
initiative, collaborating agencies reported that they had linked 76% of these newly diagnosed individuals 
to HIV medical care. 42 
Between 2008 and 2013, The Bronx Knows partners performed 1,163, 427 HIV tests and 
identified 2,400 new HIV positive individuals who had not previously been diagnosed.4 HIV/AIDS registry 
data on linkage to care showed greater improvements among Bronx Knows partners than partners in 
other boroughs. Linkage to care within 12 months improved from 82% in the year preceding the 
program to 84% during a three-year duration (2008–2011).41 NYCDOHMH expanded this successful 
model to other highly affected boroughs and launched Brooklyn Knows in December 2010 and 
ultimately became a citywide initiative, NYC Knows, launched on December 1, 2014 (World AIDS Day), 
and introduced #beHIVsure, a public education media campaign encouraging all New Yorkers to get 
tested.43 
BOOM!Health Profile  
 
On August 14, 2013, the Boards of Directors of CitiWide Harm Reduction and Bronx AIDS 
Services unanimously voted to create a newly merged and rebranded Bronx-based organization, 
BOOM!Health, that now delivers a full range of HIV prevention, syringe access, health coordination, 
 
4 Not published, this information was relayed to the researcher via personal communication with NYC Department 
of Health and Mental Hygiene.   
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behavioral health, housing, legal, advocacy and wellness services to over 8,000 of the hardest to reach 
communities in the Bronx, New York. BOOM!Health’s services are concentrated in the some of the 
poorest neighborhoods in New York City.  
BOOM!Health is a grassroots 501(c)(3) community-based organization with an extensive history 
and experience of reaching and serving HIV positive and high risk YGBM and transgender communities 
with comprehensive programming including evidence-based interventions, HIV testing and linkage to 
care services. Since 2001 (and 2 consecutive competitive rounds) BOOM!Health was awarded 5-year 
grants from the CDC to conduct HIV testing, EBIs, including a locally grown intervention and linkage to 
care services for YGBM and transgender youth. In 2005, BOOM!Health was the lead contractor for a 
HRSA funded Special Project of National Significance (SPNS) grant that focused on Outreach and 
Engagement  and Linkage to Care for HIV Positive YMSM of Color. Funding from Substance Abuse and 
Mental Health Services Administration (SAMHSA) in 2006 allowed BOOM!Health to focus on reaching 
YGBM and transgender youth in the house/ball and KIKI communities, expanding HIV testing, sexual 
health education, and access to care. In 2013, BOOM!Health secured funding from the NYSDOH to 
expand HIV/HCV/STI screening through mobilization of prevention messaging in social media.  From 
2014-2016, BOOM!Health utilized a grant award from SAMHSA to promote HIV and substance abuse 
prevention messaging in various social media settings to raise awareness on young gay men and 
transgender health issues. This social media activity improved BOOM!Health’s visibility to the LGBT 
community.  
In 2014, BOOM!Health emerged as the leading Bronx-based organization intentionally 
diversified its approach to comprehensively address the needs of the LGBT community, highlighting 
health and socio-political issues. To that end BOOM!Health has invested $6.2 million in a 35,000 square 
ft Wellness Center that aimed to focus on the health and wellness needs of the most marginalized 
Bronxites, particularly LGBT youth and young women. BOOM!Health also established a strategic 
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partnership with the Callen-Lorde Community Health Center (Callen-Lorde), a renowned organization 
experienced in LGBT health care, operates clinic facility at the Wellness Center. In April 2018, Argus 
Community, Inc. announced the successful acquisition of BOOM!Health, and the expansion of a 
combined healthcare organization better equipped to meet the needs of under-served communities 
throughout, New York City, and Westchester County.44 
HIV Prevention Fatigue  
 
There are multiple facets of HIV/AIDS fatigue and HIV prevention fatigue, but it occurs when 
prevention messages are so common that they become tiresome background noise and are 
subsequently ignored. 45  Safer sex fatigue is one example of prevention fatigue in which individuals are 
unable to maintain safe sex practices over time because they become immune to the constant safer sex 
messaging.46,47   “Condom fatigue” and “prevention fatigue” are terms that have been used to describe 
the psychological phenomenon of decreased condom use among MSM.48   Prevention fatigue has also 
been raised as an issue for the gay community in most industrialized countries.49 Prevention fatigue is 
said to pose a threat to the acceleration and sustainability of HIV prevention efforts; the prevention 
discourse is often pitched in "all or nothing" terms, while the concept of progressive risk reduction has 
not been sufficiently applied. 50 Researchers found that the well‐organized, highly identified populations 
of gay men who have a long history of activism also are more likely to have HIV/AIDS fatigue.  In one 
study, a CBO staff member said, “we’re operating at a time in the epidemic where most gay men are 
over it, most gay men are tired of hearing about condoms. They’re tired of hearing about AIDS. They 
don’t want to go to another condom‐on‐a‐banana demonstration.” 51 These “fatigue” phenomena are 
one possible explanation for the continued high rates of HIV/STI among GBM.52 
   If fatigue were not enough of a challenge when seeking to understand and influence positive 
health behaviors, the related but separate phenomenon known as “disinhibition”— the notion that the 
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perception of reduced risk itself makes risk‐taking more attractive—further complicates the picture.53 
This is by no means to assert that sustaining correct and consistent condom use over very long periods 
of time is easy, or even possible for many people. Rather, these observations point to the fact that no 
one preventive behavior—especially where sexual behavior and practices are involved— is likely to work 
for all people or even for any person in all circumstances over a lifetime.53  
Populations at high risk of HIV, such as YGBM of color, may not be motivated to change risk 
behaviors despite, prevention messaging or intervention participation; or they may be resistant to 
participating in HIV prevention interventions due to a perceived lack of efficacy. However, the ‘fatigue’ 
research with this population has shown mixed results.   For instance, the “AIDS Optimism hypothesis” 
suggests that MSM have become more complacent when it comes to HIV/AIDS prevention and safer sex 
practices due to the advances in HIV/AIDS treatment and medication. With more effective anti‐retroviral 
medications, people living with HIV are living longer therefore there is a reduction in perceived severity 
of acquiring the disease among this group as well.48 Sandset argued that newer HIV prevention 
campaigns, such as “HIV stops with me” and “NYC PlaySure”; that focus on reaching the public with 
information on how to prevent HIV infections are mainly built upon the rationale of what has been 
called ‘a neoliberal sexual actor’.54 It is important to highlight that while these health promotions are 
indeed sex positive, inclusive and to a large degree borrow tropes that convey a message wherein HIV is 
not the ‘doom and gloom’ of older health promotions; they nevertheless can be seen as representing a 
potential problematic turn in HIV prevention. Sandset stated, “While we should acknowledge that not 
every health promotion can target all of the different groups affected by HIV, the omission of syndemic 
drivers such as drug use and the chem sex scene, discrimination either based on homophobia or racism 
and psychological stressors such as depression, isolation and anxiety are problematic”.54 However, in a 
recent study of HIV prevention fatigue and treatment optimism among YGBM; treatment optimism is 
defined as the confidence in the availability and effectiveness of HIV treatments, researchers found that 
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overall, YGBM reported low levels of HIV prevention fatigue and treatment optimism. Analysis indicated 
that greater prevention fatigue and treatment optimism predicted higher rates of condomless sex, but 
condomless sex did not predict later increases in prevention fatigue or treatment optimism. 55  
Conceptual Framework: Gelberg’s Behavioral model for vulnerable populations 
 
The conceptual framework for this dissertation project was operationalized using Gelberg’s 
update of the Andersen’s Model for Healthcare utilization to create the Behavioral model for 
vulnerable populations.56,57 Andersen’s original model was developed in the late 1960s to assist in 
understanding why people use health services and the utilization of health services is a function of a 
predisposition, factors that enable or impede such use, and people's need for health care.57,58 In 
researching healthcare utilization among homeless persons, Gelberg modified Andersen’s model to 
create the “Behavioral model for vulnerable populations,” in which vulnerable domains were added to 
the traditional model focusing on social structure and enabling resources.59 The predisposing 
traditional domain includes demographic characteristics, such as age, gender, and marital status, as 
well as health beliefs and social structure. Social structure characteristics include ethnicity, education, 
employment, and family size. The Predisposing Vulnerable domain includes social structure 
characteristics, such as acculturation, immigration status, and literacy; childhood characteristics (e.g., 
foster care, group home placement, abuse and neglect history, and parental illness); residential history 
(dwelling or lack thereof); living conditions; mobility (moves between communities and dwellings); 
criminal behavior and prison history; victimization; mental illness; psychological resources (e.g., 
mastery, coping, self‐esteem, cognitive ability, developmental delay); and substance abuse. The 
Enabling Traditional domain includes personal/family resources, such as regular source of care, 
insurance status, and income.59 This model will be further discussed in chapter four.  




A mixed methods approach, both qualitative and quantitative methods, was used for this 
dissertation to study the concept of “intervention fatigue”, as a component HIV prevention fatigue, 
which is the occurrence when prevention messages are so common to participants in the target group 
that they become tiresome background noise and are subsequently ignored while participating in HIV 
prevention behavioral interventions. The dissertation study explored factors related on HIV prevention 
intervention participation, HIV testing and sexual risk behaviors among YGBM ages 13-29 in the Bronx. 
The age range for study participants was chosen to compliment CDC HIV prevention programs that 
specifically define “young” and “youth” as individuals between the ages of 13 and 29 years.60   
Specific Aims 
 
The following specific aims were addressed: 
AIM#1: To conduct a case study to incorporate feedback on recommendations for best 
practices by conducting in-depth interviews or a focus group with staff and peers from the Prevention 
department at BOOM!Health. 
AIM#2: To explore factors related to “intervention fatigue” as it applies to YGBM in the Bronx 
by conducting focus groups with a convenience sample of YGBM (ages 13-29).  
AIM#3: To explore factors of HIV prevention intervention participation, HIV testing and 
outcomes among YGBM of color. 
Sub Aim 3a. Use AIRS data to identify factors, under traditional/vulnerable domains, that 
might impact HIV prevention intervention participation and completion 
Sub Aim 3b. Use AIRS data to explore the effect of intervention participation on HIV testing 






For aim #1, in depth interviews were performed with BOOM!Health Prevention staff and to 
inform a case study to incorporate their feedback on recommendations for best practices in delivering 
HIV prevention services to YGBM. With qualitative methodology in aim # 2, we assessed how to 
operationalize intervention fatigue and what factors influence this fatigue. For aim #2, five focus 
groups exploring HIV risk, testing and participation in HIV prevention interventions were conducted at 
BOOM!Health with a total of twenty-three (23) cisgender YGBM, one (1) transgender woman and (1) 
gender non-binary individual between the ages of 17-29 years old. These youth were recruited using 
social networks, and with the assistance of BOOM!Health staff. Quantitative data analysis was utilized 
to assess the relationship between intervention participation and HIV testing for aim #3. 
Organization of the dissertation 
  
This dissertation contains four additional chapters, after this introduction chapter.  Chapter 2 
reviews the HIV Prevention Landscape by providing a case study of a Bronx-based HIV Service 
Organization, BOOM!Health, as stated in aim # 1. Chapter 3 explores factors related to intervention 
fatigue (aim # 2) among a sample of YGBM. Chapter 4 reviews statistical analysis to explore factors 
related to HIV prevention intervention participation, and HIV testing among young gay, bisexual, 
cisgender men and transgender women who have sex with men (YGBM/TGW) who received services 
at BOOM!Health (Aim #3). Chapter 5 provides a summary of the findings from the previous chapters 
and discusses the strengths and limitations of the analyses, offers recommendations for best practices 
and concludes with areas for future research and policy implications.  
Importance of this research 
 
This dissertation project is practice-oriented research project to inform the HIV prevention 
landscape with the community that currently bears the brunt of the HIV epidemic, African American 
and Latinx YGBM. The dissertation research employed Gelberg’s update of the Andersen’s Model for 
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Healthcare utilization to create the Behavioral model for vulnerable populations 56,61 to study the use 
of HIV prevention services among YGBM to the field of HIV prevention, which is an innovative 
approach. The behavioral model for vulnerable populations has been used to study healthcare 
utilization of homeless individuals 62–65HIV positive patients66–68 and patients with mental illness.47,69,70 
But the model has not been applied the utilization of HIV prevention services and used with YGBM as 
the vulnerable population of interest. Additionally, the dissertation explores the concept of 
“intervention fatigue” among YGBM of color in the Bronx and how it relates to HIV prevention 
intervention participation, HIV testing and sexual risk behavior. The mixed methods design of this 
dissertation research provided the use of qualitative and quantitative methodologies. The qualitative 
approach allowed voices of YGBM study participants and BOOM!Health staff enrich the research 
findings and participants are far more likely to release sensitive data when they have formed some 
rapport with the researcher. The quantitative approach offered a data set with a large sample size for 
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Chapter 2: The HIV Prevention 
Landscape- A Case Study of a Bronx-







Youth5, adolescents and young adults, are at increased risk for HIV due in part due to the 
multiple transitions they are undergoing, including physical, intellectual, personality, and social 
developmental changes. 1 Among youth, there are key populations that are the most vulnerable and 
bear disproportionate burdens of HIV, including men who have sex with men (MSM), transgender 
people, those who inject drugs and sex workers.1  There are also youth who belong in multiple groups 
(e.g., transgender youth who engage in sex work ) who are at an even higher risk of acquiring HIV or 
other sexually transmitted infections.1 Young gay, bisexual and other men who have sex with men 
(YGBM) of color are disproportionately affected by HIV and bear the burden of the disease in the United 
States.  In 2017, youth aged 13-24 made up 21% (8,164) of the 38,739 people newly diagnosed HIV 
diagnosis in the US.2  Of the young men newly infected with HIV, 93% were infected by male-to-male 
sexual contact, Black and Latino males in this group were disproportionally affected.2  In the 
transmission category of male to male sexual contact, a total of 9,807 Black men and 7,436 Latino men 
were newly diagnosed with HIV (out of a total of 24,225 newly diagnosed in this category). 2 Among the 
new HIV diagnoses in the US and dependent areas by age in 2018, the 25-34 age group had the highest 
number of new diagnoses at 13,458 followed by the 13-24 age group at 7,807 new diagnoses.3  
In New York City, the number of new diagnoses among MSM remains stable, with 1,236 new 
diagnoses in 2016 and 1,243 in 2017.4 Among men newly diagnosed with HIV, the age group of 13-29 
comprise close to 45% of new cases.4 In 2018 the annual number of new HIV diagnoses fell below 2,000 
in New York City for the first time, with 1,917 new HIV diagnoses made and reported in NYC. This 
represents an 11.1% decrease from the 2,157 new HIV diagnoses reported in NYC in 2017.5 The 
 
5 For the purpose of this study, youth is defined as any persons between the ages of 13-29.  
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estimated number of new HIV infections in NYC also continued to decline, with a 41% decrease since 
2014 and a 16% decrease from 2017 to 2018. For the second time since surveillance of HIV‐exposed 
births in NYC began, there were no new perinatal HIV transmissions reported in NYC in 2018.5 That year, 
there were 1,917 new HIV diagnoses and 1,214 new AIDS diagnoses in New York City. As of March 31, 
2019, there were 1,683 deaths reported among people with HIV in 2018.5 In 2018, 13% of newly 
diagnosed people were identified as having acute HIV Infection6 (AHI), up from 10% of new diagnoses in 
2014. Among MSM with AHI, a greater proportion of Black and Latinx/Hispanic MSM were under 30 
years of age compared with White and API MSM with AHI.5 MSM were overrepresented among AHI 
cases in part due to higher testing frequency compared with other groups. 
HIV Prevention  
 
The CDC HIV Prevention Continuum proposed by researchers in 2014, was a response to the 
need for a HIV Care Continuum to ensure high risk individuals remain uninfected.6 The HIV Prevention 
Continuum, similar to the HIV Care Continuum, builds on HIV testing as its foundation followed by 
linkage of HIV-uninfected persons to prevention services, retention in services, and adherence to 
services to prevent HIV acquisition and transmission.6 (see Figure 1: Cascade of HIV Care: New York City, 
2016). During the same year, Governor Andrew Cuomo issued the first ever,  three-point plan for ending 
the epidemic in New York State by 2020 which included: 1) identify persons with HIV who remain 
undiagnosed and link them to health care; 2) link and retain persons diagnosed with HIV in health care 
to maximize virus suppression so they remain healthy and prevent further transmission; 3) facilitate 
access to PrEP for persons who engage in high risk behaviors to keep them HIV negative.7 In New York 
State, funding opportunities for HIV prevention programs have been amended to focus on the three‐
point plan. Recently, the HIV Status Neutral Continuum was also published, which is a novel schematic 
 
6 Diagnosis of HIV in the acute phase (AHI) enables early treatment, which reduces morbidity and onward 
transmission to exposed partners and may have some immunological benefit. 
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of the current care environment in New York City that incorporates both people living with HIV (PLWH) 
and people at risk of HIV exposure.8 This multidirectional continuum begins with an HIV test and 
proposes two dynamic, divergent paths depending on the test results (“HIV Primary Prevention 
Engagement” on the left for those testing negative; “HIV Treatment Engagement” on the right for those 
testing positive) that end at a common final state: engaged in clinical care, with either sustained viral 
load suppression (VLS) or taking daily pre-exposure prophylaxis (PrEP), reflecting that the risk of either 
HIV transmission or acquisition is negligible in this state (See Figure 2. New York City’s HIV status-neutral 
prevention and treatment cycle). Such a continuum is effectively “HIV status-neutral” in that it proposes 
the same approach for engagement, regardless of one’s HIV status.8 The common desired endpoint of 
the various continua, and the ending the epidemic plan, is ensuring that individuals remain HIV-
uninfected and those who are infected with HIV are linked to care and practice medication adherence. 
In 2016, the Prevention Access Campaign issued a consensus statement on Undetectable = 
Untransmittable, that was endorsed by the New York State Department of Health, stating, “ People 
living with HIV on ART with an undetectable viral load in their blood have a negligible risk of sexual 
transmission of HIV. Depending on the drugs employed it may take as long as six months for the viral 
load to become undetectable. Continued and reliable HIV suppression requires selection of appropriate 
agents and excellent adherence to treatment. HIV viral suppression should be monitored to assure both 
personal health and public health benefits.  Several large clinical studies have recently proven the 
concept of Undetectable = Untransmittable (U = U), which has broad public health implications for HIV 
prevention and treatment at both the individual and societal level.7 U = U will be invaluable in helping to 
counteract the stigma associated with HIV, and this initiative will create environments in which all 
people, no matter their cultural background or risk profile, feel welcome for prevention and treatment 
services.9 Funding for HIV prevention programs reflect these frameworks and mandate that HIV service 
organizations design prescriptive programs to reflect them as well.  
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An important component in ending the HIV epidemic includes efforts to diagnose all people with 
HIV as early as possible in order to link them to HIV treatment. HIV testing is essential in the  HIV 
Prevention continuum, as well as linkage to HIV services including evidence-based interventions. HIV 
prevention interventions focusing on behavioral change have been used with the aim of reducing risk for 
HIV by delaying sexual debut, promoting condom use, and/or reducing concurrency, partner change, or 
substance use.10  Numerous behavioral interventions have been evaluated; however, few have HIV 
endpoints and those that have, have not shown a reduction in HIV incidence. 10,11 The CDC has identified 
effective behavioral interventions (EBIs) with good or best evidence for HIV risk-reduction based on their 
impact on proximate determinants of incidence with less than half targeting YGBM.11 
Peer health education is one strategy that has been shown to be effective in prevention work as 
well as in the provision of the health education and engagement in treatment. Peer health education is 
“the teaching or sharing health information, values and behaviors by members of similar age, or status 
groups”. 12 Research has shown that youth peer educators can play a critical role in educating their 
peers about sexual health, since studies indicate that young people frequently turn to their peers for 
information and advice.12  Youth peer educators can emphasize the important and protective role peer 
social networks play in the positive development of youth.12 There is a recognition of the power of peer 
influence for young gay men and the value of developing a peer-based intervention. Research with the 
African American community,13  gay men14,15 and heterosexual adolescents 12,16 has shown that 
perceptions of peer norms surrounding sexual risk behavior are strongly associated with one's own 
sexual behavior.  
The majority of HIV prevention service providers in New York City offer both HIV testing and 
evidenced based interventions promoted by the CDC, but sometimes these interventions are adapted to 
better suit the community that they serve and often times, community-based organizations (CBOs) 
implement EBI with some minor modifications to address their needs. These promising practices have 
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not been rigorously studied but they have been tried and show promise. This chapter proposes an in-
depth view of one HIV service provider operating in the Bronx, New York with a history of engaging the 
LGBT community to provide some insight to address some of the challenges of engaging YGBM in HIV 
prevention interventions. Utilizing this approach provides a practice-oriented view of delivering HIV 
prevention programming for this target population. This approach offers an “on the ground’ view of 
engaging YGBM by the experienced community members who do this work on a daily basis, field level 
staff.  This work reflects the community knowledge; activities, actions and strategies developed from 
experience and knowledge that the CBO community members have tried and found positive results. This 
case study can inform best practices on providing much needed HIV prevention services to this hard to 
reach population.  
Case Study-BOOM!Health 
 
BOOM!Health is a 501(c)(3) community-based organization with an extensive 18-year history 
and experience of reaching and serving HIV positive and high risk YGBM and transgender people with 
comprehensive programming including evidence-based interventions, HIV testing and linkage to care 
services. On August 14, 2013, the Boards of Directors of CitiWide Harm Reduction (CWHR) and Bronx 
AIDS Services (BAS) unanimously voted to create a newly merged and rebranded Bronx-based 
organization, BOOM!Health, that now delivers a full range of HIV prevention, syringe access, health 
coordination, behavioral health, housing, legal, advocacy, and wellness services to over 8,000 of the 
hardest to reach communities in the Bronx. BOOM!Health’s model of prevention and care is rooted in 
the previous 28-year HIV/AIDS integrated service delivery experience of BAS and the 19 years of 
comprehensive harm reduction and HIV prevention services provided by CWHR. Each organization 
emerged out of grassroots community advocacy response to the twin epidemics of HIV and substance 
abuse that were ravaging Bronx communities and neighborhoods. BOOM!Health’s services are 
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concentrated in the some of the poorest neighborhoods in New York City, including the Mott Haven and 
Melrose neighborhoods.17  In the Bronx, 52% of all neighborhoods were extreme or high poverty in 
2017.18 The median household income in the Bronx was $38,260 in 2017, in comparison to $60,010 in 
NYC.18  The Robert Wood Johnson Foundation’s County Health Rankings Report, which has ranked Bronx 
County as number 62 out of 62 counties in New York State, every year since 2010. In 2019, 27% of Bronx 
residents stated they were in “poor or fair health”, with an average of 4.9 poor physical health days and 
4.3 poor mental health days.19 In 2017, 17% of New Yorkers live in the Bronx; there were 464 new HIV 
diagnoses (including 77 HIV diagnoses concurrent with an AIDS diagnosis), accounting for 22% of all HIV 
diagnoses in New York City.20 In 2017, Blacks and Latinos ages 20-29 and 30-39 accounted for the largest 
proportion of new HIV diagnoses in the Bronx.4  Since 2001 (and 2 consecutive competitive rounds) 
BOOM!Health was awarded 5-year grants from CDC to conduct HIV testing, EBIs, including a locally 
developed intervention and linkage to care services for young gay men, MSM and transgender 
communities of color.  
The research study is an examination of HIV risk, testing and participation in HIV prevention 
interventions incorporating both the perspectives of the HIV prevention program participants and staff 
providing services. This chapter presents an in-depth view of the provision of HIV prevention services to 
YGBM from the point of view of the front-line workers at BOOM!Health.  By conducting in-depth 
interviews with staff from the Prevention department at BOOM!Health will incorporate their feedback 
on recommendations for best practices in providing HIV prevention services to this community. 
Methods 
 
 From August to November 2018, in depth interviews were conducted with five out of eight 
BOOM!Health prevention staff members.  All prevention staff received an email that described the 
purpose of the research study. Staff members who were interested in participating contacted the 
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researcher with their availability. In my previous role as director of prevention at BOOM!Health, I had a 
working relationship with all of the staff who volunteered to be interviewed.  Interviews were scheduled 
at the convenience of the participants (usually in person at BOOM!Health during evening hours or via 
phone).  
The research study was approved by the CUNY Integrated Institutional Review Board (Protocol 
Number: 2018-0835).  All interviewees were informed of their rights as research participants and 
required to give oral consent prior to the start of the interview (See Appendix A for the Oral Informed 
Consent Script for BOOM!Health Staff). Interviews were conducted both in person and by phone and 
usually lasted between 30-60 minutes. These staff did not receive compensation for their participation.  
The researcher created a semi-structured interview guide (see Appendix B) with the input of other 
colleagues in the HIV prevention field, which contained questions with open-ended probes to elicit 
discussion regarding their own experience working in HIV prevention with high risk YGBM.  Each staff 
member had extensive experience working in the HIV prevention field, an average of over eight years. 
Staff member roles included: HIV testers, HIV prevention intervention facilitators, a linkage navigator, a 
behavioral health coach and the director of prevention at BOOM!Health.  Although no incentive was 
offered,  there was no difficulty with recruitment. Staff were informed that participation is completely 
voluntary.  The interview became more of a conversation between colleagues (given my experience in 
the field, and familiarity of the prevention work). Interviews were conducted to the point of saturation.  
Saturation is used in qualitative research as a criterion for discontinuing data collection and/or analysis, 
when no additional data is being found or the point which additional data do not lead to any new 
emergent themes.21 




All of the interviews were audio recorded, transcribed and in vivo/ iterative coding and thematic 
analysis was conducted. In vivo coding is the practice of assigning a label to a section of data, such as an 
interview transcript, using a word or short phrase taken from that section of the data. The aim of 
creating codes is to organize the data for analysis and ensure that concepts stay as close as possible to 
research participants' own words or own terms because they capture a key element of what is being 
described. Transcriptions were analyzed using Microsoft Word and Excel. Codes were modeled after key 
topics in the interview guide, as well as emergent codes identified through transcript review and 
preliminary analyses. Descriptive codes summarized and categorized passages of qualitative data in 
short statements. Commonly occurring statements were organized in thematic patterns that accounted 
for circumstances that discussed facilitators and barriers to YGBM accessing HIV testing, interventions 
and how HIV prevention programs might be improved.  
Results 
 
 In-depth interviews were conducted with five staff members who extensive experience working 
in the HIV prevention field, an average of over eight years. The majority of staff were field level who 
provided direct services to YGBM. Staff member roles included: HIV testers, HIV prevention intervention 
facilitators, a linkage navigator, a behavioral health coach and the director of prevention (the only 
managerial staff member) at BOOM!Health. All of the staff members interviewed were people of color 
(three Latinx and two African American); three males and two females. Three staff members were gay 
men who were previously clients, who became peer health educators, then ultimately staff members. 
Eight themes emerged through in-depth interviews with BOOM!Health staff, that were identified as 
either facilitators and/or barriers to YGBM accessing HIV prevention services or services that this 
community direly need to reduce HIV risk: (1) basic needs, (2) incentives, (3) staff reflects the 
community (LGBT/People of Color),  (4) need for peer health educators, (5) recruitment utilizing sub 
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BOOM!Health HIV Prevention Department receives funding from NYC Department of Health and 
Mental Hygiene-Bureau of HIV/ AIDS Prevention and Control, NYS Department of Health-AIDS Institute, 
and Centers for Disease Control and Prevention. The funding is specifically for the provision of HIV 
prevention services, such as HIV testing, increasing access to PrEP and linking newly identified HIV 
positive persons to health care and may provide incentives for client recruitment and participation. This 
funding structure  is not designed to include meeting the basic needs of YGBM. Traditionally, basic 
needs are defined as access to food, water, shelter, and clothing. BOOM!Health staff members 
acknowledge that basic needs of these youth should be met in order to address HIV risk. This is a barrier 
to accessing HIV prevention services by this population. One field staff member, who performed both 
HIV testing and intervention facilitation duties suggested,  
“I think what we could do better is meeting the basic needs of the youth that come to BOOM!Health, we 
don’t have showers, we don’t have laundry, and we don’t provide toiletries. We provide condoms and the 
safer sex materials ….that we do great …but if the kid needs a toothbrush or clean clothes we can't help 
him.”  
BOOM!Health as well as other HIV service providers that work with this population must 
address the basic needs of the YGBM population in order to address HIV risk.  The entities that provide 
funding for HIV Prevention Services should also acknowledge this issue and enact structural changes. 
AIDS Center of Queens County (ACQC-as an affiliate of the AIDS Healthcare Foundation) recently opened 
a new LGBT homeless youth drop-in center providing not only condoms and sexual health education but 
also GED classes, job readiness programming and food pantry access.     
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Additionally, many modern lists emphasize the minimum level of consumption of 'basic needs' 
of not just food, water, clothing, and shelter, but also sanitation, education, healthcare, and internet 
access. The behavioral health coach mentioned, “The type of population that we work with, not getting 
these things in their home environment. Some of these kids may not be getting three meals a day. Come 
to a place to get something to eat is really important. Hard to get employment, good to get a visa gift 
card to purchase things they can’t get at home.” 
Addressing basic needs may not just be a facilitator for recruitment but also for retention as well.  One 
group intervention facilitator stated, 
“Even if they are positive, their main concern might not be HIV, they might need shelter or food or 
something like that. They might not want to come to a group. They might commit to a group and 
complete an intake but what if the day the group starts, they might have an appointment to see a shelter 
or get put at a SRO (single room occupancy)? Or they can’t continue the group so we have to keep these 
things in mind too. It’s addressing their basic needs or where they are at the time.”  
 
Incentives 
Staff members discussed incentives used in recruiting participants for HIV prevention services 
(either for HIV testing or HIV prevention interventions), could be both a facilitator to participation but 
also act as a barrier. An incentive can act as a reward for their participation as one staff member states 
“This population needs incentives that they feel that they can use and would benefit them. An incentive is 
a gift (monetary) or trip rewarding for their participation. Food, metro cards or a trip at the end of the 
intervention. Best give the incentive at the end.” 
However, given the extreme poverty that persists in the Bronx, incentives are seen as assistance 
to “get by”. An incentive can include a meal or an MTA metro card for transportation, not just a gift card 
with a monetary value. An incentive meal may be the only meal that young person has for the day. 
Homelessness and food insecurity are pervasive in this community. If a HIV prevention service 
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organization cannot provide incentives then it is difficult to recruit participants, as one staff member 
states “Not having incentives is very much a barrier-remember we have a lot of homeless people and 
they are in need. People are in need.” 
  Similarly, a HIV Tester said “It’s been a struggle to get young MSM tested. It is very incentive 
focused. If you don’t have incentives, they won’t get tested. These kids don’t have meals and if we were 
giving out Subway gift cards it could be the first or only meal of the day. If we could feed them or offer 
metro cards for transportation, then we could at least get them in the building but if we can’t offer these 
incentives then there is no way we can get them in the building.” 
Staff reflects the community (LGBT/People of Color) 
The majority of the staff members at the agency reflected the demographics of the Bronx. They 
are African American and/or Latinx. In addition, the HIV prevention department at the agency was 
composed of members of the LGBT community, and often looked to employ former peer educators who 
attended the requisite HIV prevention interventions and who displayed a commitment to recruit their 
peers for HIV testing and other services.  HIV service organizations that employ staff members from the 
LGBT community exhibit an investment in the community and promotes a supportive climate for LGBTQ 
youth.22 This effort can be seen as motivational to youth in the LGBT community. One staff member 
described his journey from client to employee: “For me it was a very nice experience, the transition-first 
a client, then a peer then to staff because my passion, you know with BOOM!Health was to share my 
experience, my knowledge with other people, that have the same issues that I have or other issues the 
same diagnosis that I have”. 
Most staff members were very open about their lives and life experiences which made them 
relatable to the clients they were trying to serve. “The agency is really progressive when it comes to 
hiring staff. A lot of the staff are of the LGBTQ community, they are open about it, and they are also 
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representative of the population that is served. Staff is open and are free to express themselves and the 
sexual orientation and gender identity which helps”. 
Staff members acted as unofficial mentors to YGBM clients which can be motivational to these 
young people.   “I really believe that it is good for our youth to see that there is someone I can relate to is 
working in a position like this. This is also true of upper management-who is representative of the 
participants we reach out to.  People of color, Latinos, African-Americans, having our participants see 
people who look like them in these high positions is also a plus.” 
Need for Peer Health Educators 
Peers were not being utilized effectively in this agency’s HIV prevention program, as one HIV 
intervention facilitator asserted “Young people’s basic needs are not being addressed. They are not. 
Things have been cut. We don’t even have a peer program to bring in the youth. My program, 
MPowerment is a peer focused intervention, they are the ones who are supposed to bring in the youth, to 
do events and bring in people to do groups, drop in center and to recruit for testing. If we don’t have 
peers it’s a barrier. Even doing outreach.” MPowerment, a CDC Diffusion of Effective Behavioral 
Intervention (DEBI),  is run by a core group of 10–15 young gay men from the community and paid staff. 
The young gay men from the core group, along with other volunteers, design and carry out all project 
activities. Ideally, the project has its own physical space where most social events and meetings are 
held, and which serves as a drop-in center where young men can meet and socialize during specified 
hours. The program relied on a set of four integrated activities: formal outreach, M-groups which were 
peer-led meetings, informal outreach and an on-going publicity campaign.23 The majority of staff 
interviewed shared similar perspectives that not having peers was a detriment to an HIV prevention 
program. “No outreach peers, no type of peers, only one program has peers for 2 months ( 
MPowerment).” “Your peers are from the community and they are the ones who bring you people”.” 
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They know everyone out there, they are part of these circles they know where they hang out. You need 
the Peers!” . 
Recruitment utilizing sub communities such as the House Ball Community  
The roots of the House and Ball communities originate in Harlem in the 1920s.  Although Balls 
originated as a safe space for “female impersonators” to compete amongst one another in New York, 
this phenomenon has become more inclusive of people of different sexual and gender identities.24 A 
“house” is a collective of people, frequently gay or transgender Black and Latino youth, who share a 
communal lifestyle. A “ball” is a social event in which houses and individuals engage in dance and 
performance competitions. The network of individuals who are members of houses or who are socially 
connected to house members is referred to in this study as the house ball community.25 Over the past 
ten years there has been an emphasis on recruiting members of the house/ball community for HIV 
testing and participation in HIV prevention interventions as a “house” by asking all of the house 
members/children to participate to receive an incentive for the house. An HIV service organization can 
even provide one of the prizes for a ball or entrance to a ball as an incentive for HIV testing. Some ball 
events can draw as many as 300 YGBM in one evening, which can be an advantage for an HIV service 
organization providing HIV testing or recruiting for programs. Staff discussed using the house ball 
members as gatekeepers of recruitment to HIV prevention interventions.  
“Interventions-recruitment is an issue. YMSM to be interested in participating in the intervention because 
they may have low perceived risk. Hence, there needs to be outside the box thinking of how these models 
get delivered, outside the norm of a didactic (student-teacher) approach. Or a lecture type of approach. 
Through utilizing other stakeholders, what I mean by other stakeholders is how do we leverage other 
subcommunities (AKA the house ball or KIKI communities). To help deliver some of these interventions. A 
lot of our youth already participate in these communities. We get those leaders, gatekeepers to be 
equally invested because that is who these kids are looking up to. It is better than a traditional 
recruitment approach like here is a flyer come to BH. Everyone has done it. Its played out. Recruiting but 
then retaining them. How do we keep their interest?”  
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But focusing on only recruiting participants from this subpopulation can be detrimental if this is 
consistently the only group of YGBM targeted for HIV prevention efforts.   
Packaging messages 
HIV prevention interventions targeting youth, should be participant driven. Staff members 
should not just employ didactic techniques to implement these interventions but employ an exchange of 
information with the participants and act as a clearing house for information. One staff member 
asserted, “Participants really run the group, I just help get answers, and share experiences.” Youth 
should have ownership of these messages.  
“The youth create the messages. Remember voices matter, they created the messages and we posted 
them so they got out to the community. They have a hand at creating the messages that are out in the 
community. That is the same with MPowerment. The peers are in charge, they create the messaging and 
the events. It gives them a sense of pride in what they do (ownership). They will work harder at what 
they do.” “It’s almost like a catharsis for young men to come in and have that space. To share these 
experiences in a judgement free zone. And I think to learn from one another.” 
 
Messages and marketing can also have a positive impact and act as a motivator to increase 
recruitment and participation in HIV prevention programming. Particularly with the use of social media 
to attract youth, HIV service organizations must stay current and up to date with what apps or social 
media tools that resonate with this population. When asked about the importance of messaging, one 
staff member admits, 
“Well, I think it can have an impact. But with the messaging you should also look at the marketing that is 
involved in the interventions. That it is representative and in the language of the community we are 
trying to target. The marketing looks like the people we are trying to target. The marketing needs to be 
more creative. Using new media and social media, technology, to really get the word out there. It needs 
to be better.”  
It can be seen as a difficult task to ask HIV service providers to generate social marketing content 
without the influence of members of the targeted community. This is where youth peer educators who 
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reflect the target community can be an asset to an HIV prevention program, they can provide a voice in 
developing social marketing campaigns and social media content that will resonate with the intended 
audience. 
Homophobia 
During the course of the interviews, homophobia emerged as a societal construct that impacts 
access to HIV services by vulnerable youth. Homophobia, stigma (negative and usually unfair beliefs), 
and discrimination (unfairly treating a person or group of people) against the LGBTQ community in the 
United States and can negatively affect the health and well-being of this community. One staff member 
proclaimed, “BOOM!Health is known for being an HIV service organization that works with the 
population. Youth (questioning or in the closet) may not want to visit this center because “only the gay 
kids go there” . Homophobia, stigma, and discrimination can be especially hard for LGBT youth.These 
negative attitudes increase their chance of experiencing violence, especially compared with other 
students in their schools. Violence can include behaviors such as bullying, teasing, harassment, physical 
assault, and suicide-related behaviors. One staff member related his own experiences dealing with 
racism and homophobia,  
“I remember the duality. To be a MSM but also a man of color. Could be Black, or Latin or Chinese, Be 
part of the minority. Because that is another thing, people can feel rejected—“oh because I’m black or oh 
because I’m gay” that is something that people have to accept also, their ethnicity where you come from. 
Like people think oh all latin people are undocumented. You have to show people that you can do the 
same or more than people who were born in this country.”  
 
HIV Stigma  
The final theme that emerged during interviews was HIV stigma, which can be enduring, 
pervasive and a formidable deterrent to accessing HIV testing and other prevention services. In over 
three decades, HIV/AIDS has transitioned from being an emerging deadly infectious disease to a chronic 
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disease managed by medical treatment. However, the fear and miseducation surrounding HIV persists.   
One staff member admitted, 
“Kids who are HIV positive don’t want to disclose their status because they are afraid their friends will 
find out. Yes because even on the mobile unit I remember a time doing outreach in West Village, a young 
person was negative but he had questions. His friends are on the outside banging on the mobile asking 
what is taking so long, and by the time he gets out they might think he is positive because he has been 
on the van so long.” 
Research has found that multiple forms of stigma can have compounded effects in the lives of those 
who hold multiple marginalized identities (black or Latinx and gay). The following staff quote is evidence 
of the layered effects of stigma that these young people may face when deciding to access services at a 
HIV service organization.  
“Sometimes it’s the stigma, because sometimes they are HIV negative and they say I’m not going to go 
there because then they will think I am HIV positive. Or I am not going to go there because then people 
will know that I’m bisexual, or gay or part of that community. Or sometimes people can decide for 
themselves, they can be having sex with a man but they decide for themselves that I am straight. A lot of 
confusion occurs because they think they will disclose themselves indirectly by attending that group or 




We learned that when engaging young, gay, bisexual or men who have sex with men there is 
tremendous importance of not only providing HIV prevention education and services, giving immediate 
support through incentives therefore, competing needs must also be addressed. Staff delivering HIV 
prevention programming should be representative and/or knowledgeable of the community they serve 
but also these youth should have a role in developing and disseminating messages.  For this study, we 
conducted interviews with program staff at a HIV service agency in the Bronx. The goal being to gain 
insight to address some of the challenges of engaging YGBM in HIV prevention interventions, by 
engaging community experts who do this work on a daily basis, field level staff, to provide an “on the 
ground” practice-oriented view of delivering HIV prevention programming for this target population. 
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This case study can inform best practices on providing much needed services to this hard to reach 
population. We found that access to food, clothing and housing are important and should be addressed 
during HIV testing and intervention participation. 
 In addition, the staff who engage this population should be representative of the community. 
An overwhelming majority of these participants are Black or Latinx and it is important to have staff who 
reflect this community or have a deep understanding of cultural values. In addition, HIV service 
organizations that employ staff members from the LGBT community to deliver services, exhibit an 
investment in the community, promotes a welcoming environment and be motivational to youth in the 
LGBT community for acceptance as a safe space. 
Furthermore, we learned that pathway to employment should also be offered to this group as 
part of HIV prevention services. Participants can walk through the door as a participant, receive HIV 
testing, prevention education and the hope to become a paid peer health educator and possibly a staff 
member.  In recognition of the importance of peer programs in HIV prevention, there has been a 
substantial investment in HIV Peer certification by the NYS Department of Health: AIDS Institute (AI).  In 
order to be eligible for certification, a Peer Worker must have the lived experience of HIV, HCV or 
accessing harm reduction services, complete 90 hours of training, pass a case-based knowledge test, 
successfully complete a 500-hour practicum and agree to follow the NYS AIDS Institute Peer Worker 
Code of Ethics.26 There should be a concerted effort to link these YGBM participants to the AI Peer 
certification program.  
The findings from this research study support literature related to the impacts of homophobia 
and HIV stigma acting as barriers to accessing HIV prevention services. There continues to be a struggle 
with the societal homophobia and stigma when accessing much needed HIV prevention services, if the 
service provider is a well-known HIV service organization. The Human Right Campaign issued a LGBTQ 
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youth report that describes the challenges LGBTQ youth of color often experience including additional 
stress and adverse effects to their health and wellbeing as a result of bias around their intersecting 
identities.27 In addition to homophobia or transphobia, LGBTQ youth of color may encounter racism and 
discrimination on a daily basis and in various forms that can further complicate their ability to express, 
explore and/or manage their LGBTQ identities.27 The social experience of these marginalized groups may 
experience layered effects of stigma based on their race/ethnicity, sexual orientation, and HIV-status. 28 
One study found that HIV-related stigma and homophobia, within the larger societal context of racism, 
were related to sexual risk behavior, reluctance to obtain HIV testing or care, lower adherence to 
treatment medication, and disclosure of a positive HIV status to sexual partners.28 A study that surveyed 
black/African-American MSMs found that discrimination in health care settings may impact their ability, 
particularly those who are older, to access PrEP information. 29 Another study surveyed adolescent MSM 
ages 14-17 across the country with four online psychometrically validated scales indicated over half the 
youth avoided communicating their sexual orientation and sexual health concerns to health care 
providers due to fear of heterosexist bias, concern their sexual health information would be disclosed to 
parents, and a general belief that sexual minority youth do not receive equitable treatment in health 
care settings.30 
Youth involvement in packaging messages is essential to delivering effective HIV prevention 
messaging to the community. In a review of curriculum-based sex and HIV education programs targeting 
youth under the age of 25, nearly all (90%) of the interventions included at least two different 
interactive activities designed to involve youth and help them personalize the information (e.g., role 
playing, simulations or individual worksheets that applied lessons to their lives). 31 The researchers 
found that characteristics of an effective curriculum-based program “employed sound teaching methods 
that actively involved the participants to personalize the information and employed activities, 
instructional methods and behavioral messages that were appropriate to the youths’ culture, 
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developmental age and sexual experience”.31 Although, this review did not include programs for youth 
engaging in same sex behaviors; the findings from these in-depth interviews support similar 
recommendations for HIV prevention programs targeting YGBM made by BOOM!Health staff.      
Our results should be understood considering their limitations which include a very small (only 
five participants) non-generalizable sample. However, the researcher wanted to have an honest and 
frank discussion with experts delivering HIV prevention services to this extremely marginalized 
population, YGBM in the Bronx, which is a resource poor environment. There may have been response 
bias given the previous work relationship with the staff as the former director of prevention (which 
ended in 2016). Though, it has been two years since the end of my tenure with a lot of changes program 
leadership. Despite these limitations, this study offers lessons learned in providing HIV prevention 
services to YGBM.  
In 2012, the Bronx’s only lesbian, gay, bisexual and transgender community center closed, less 
than two weeks after the agency’s former chief was arrested and charged with stealing $338,000 from 
the nonprofit; suspected of spending thousands of the center’s dollars on vacations, a dog walker, 
clothing and other personal expenses, according to a criminal complaint cited.32 The closure of the Bronx 
Community Pride Center left LGBTQ youth in dire straits, in an already resource poor environment with 
a lack of safe spaces.  By the end of 2015, BOOM!Health stepped in to fulfill the need and emerged as 
the leading Bronx-based organization that intentionally diversified its approach to comprehensively 
address the needs of the LGBT community, highlighting health and socio-political issues. To that end, 
BOOM!Health invested $6.2million in a 35,000 sq ft Wellness Center to focus on the health and wellness 
needs of the most marginalized Bronxites, particularly LGBT youth and young women. BOOM!Health has 
established a strategic partnership with the Callen-Lorde Community Health Center, a renowned 
organization experienced in LGBT health care, operating a 2900 sq ft clinic facility at the Wellness 
Center. Wrap around support services were going to be in place including care coordination/health 
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home services with aggressive linkage to health insurance, and PrEP, entitlements/benefits, substance 
abuse counseling/treatment, housing, job training, college readiness and access to other social support. 
Despite the commitment to provide social support, as well as HIV prevention services to LGBT youth in 
the Bronx, currently BOOM!Health’s Wellness Center does not offer wrap-around services at their 
Wellness Center. In fact, at the end of 2018, BOOM!Health was incorporated as part of another 501(c) 3 
organization that is primarily know for substance abuse treatment programs for adults. This is not a 
unique outcome, since many HIV service organizations have had to merge just to continue to provide 
services in the last five years. In 2015, the AIDS Center of Queens County became an affiliate of the AIDS 
Healthcare Foundation to strengthen and expand the delivery of services to clients in Queens. Last year, 
Gay Men’s Health Crisis entered into a strategic partnership with ACRIA in Manhattan. New York Harm 
Reduction Educators and Washington Heights Corner Harm Reduction have entered a strategic 
partnership under one Executive Director, serving high risk injection drug users. Many HIV service 
agencies have joined forces to continue to serve clients. However, BOOM!Health has undergone both a 
merger and acquisition in under five years but cannot commit to providing the level of service needed 
by their clients. So where does that leave HIV prevention programming for gay or bisexual young men, 
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Chapter 3: An examination of HIV 
prevention programming participation 
among young, gay, bisexual men who 







Young gay, bisexual and other men who have sex with men (YGBM) are disproportionately 
affected by HIV and bear the burden of the disease in the United States. In 2017, 38,739 people received 
an HIV diagnosis in the US.1  Of the 37,832 new HIV diagnoses in the US, and dependent areas in 2018, 
69% were among Gay, Bisexual and men who have sex with men (86% of diagnoses among males), 24% 
were among heterosexuals, and 7% were among people who injected drugs.2  In 2018, the Centers for 
Disease Control and Prevention (CDC) estimated Black/African American male to male sexual contact 
accounted for the largest number of HIV diagnoses (9,499), followed by Latinx male to male sexual 
contact (7,543) and white male to male sexual contact (6,423).2  Among the new HIV diagnoses in the US 
and dependent areas by age in 2018, the 25-34 age group had the highest number of new diagnoses at 
13,458 followed by the 13-24 age group at 7,807 new diagnoses.2 HIV incidence rates vary regionally 
across the US, with southern states accounting for more than half of the 38,739 new HIV diagnoses in 
2017.1  
In 2018 the annual number of new HIV diagnoses fell below 2,000 in New York City for the first 
time, with 1,917 new HIV diagnoses made and reported in NYC. This represents an 11.1% decrease from 
the 2,157 new HIV diagnoses reported in NYC in 2017.3 The estimated number of new HIV infections in 
NYC also continued to decline, with a 41% decrease since 2014 and a 16% decrease from 2017 to 2018. 
For the second time since surveillance of HIV‐exposed births in NYC began, there were no new perinatal 
HIV transmissions reported in NYC in 2018. That year, there were 1,917 new HIV diagnoses and 1,214 
new AIDS diagnoses in New York City. As of March 31, 2019, there were 1,683 deaths reported among 
people with HIV in 2018.3 In 2018, 13% of newly diagnosed people were identified as having acute HIV 
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Infection7 (AHI), up from 10% of new diagnoses in 2014. Among MSM with AHI, a greater proportion of 
Black and Latinx/Hispanic MSM were under 30 years of age compared with White and API MSM with 
AHI.3 MSM were overrepresented among AHI cases in part due to higher testing frequency compared 
with other groups. 
Youth, adolescents and young adults, are at increased risk for HIV due in part to the multiple 
transitions they are undergoing, including physical, intellectual, personality, and social developmental 
changes.4 Among youth, there are key populations that are the most vulnerable and bear 
disproportionate burdens of HIV. These young key populations include young gay, bisexual, or men who 
have sex with men (YGBM), transgender people, those who inject drugs and sex workers. There are also 
youth who belong in multiple groups (e.g., transgender youth who engage in sex work) who are at an 
even higher risk of acquiring HIV or other sexually transmitted infections. 
HIV Prevention Fatigue 
 
The rapid scale‐up of HIV testing beginning with The Bronx Knows in 2008 8, the New York State 
Three-point Plan for Ending the AIDS Epidemic9, and HIV status neutral continuum10 has led to increased 
outreach and social marketing campaigns with the focus on YGBM. The intention of these initiatives is to 
create widespread HIV prevention messages, introduce biomedical interventions such as PrEP and PEP, 
 
7 Diagnosis of HIV in the acute phase (AHI) enables early treatment, which reduces morbidity and onward 
transmission to exposed partners and may have some immunological benefit. 
8 NYC Department of Health and Mental Hygiene (DOHMH) HIV Testing Initiatives: New York Knows-
https://www1.nyc.gov/site/doh/providers/health-topics/aids-hiv-new-york-knows.page   
9 On June 29th, 2014, Governor Andrew Cuomo issued the first ever, three-point plan for ending the epidemic in 
New York State by 2020 which included: 1) identify persons with HIV who remain undiagnosed and link them to 
health care; 2) link and retain persons diagnosed with HIV in health care to maximize virus suppression so they 
remain healthy and prevent further transmission; 3) facilitate access to PrEP for persons who engage in high risk 
behaviors to keep them HIV negative. https://www.health.ny.gov/diseases/aids/ending_the_epidemic/  
10 NYC Department of Health and Mental Hygiene (DOHMH) developed the HIV Status Neutral Continuum, a novel 
schematic of the current care environment in New York City that incorporates both people living with HIV (PLWH) 
and people at risk of HIV exposure. https://www1.nyc.gov/site/doh/health/health-topics/hiv-status-neutral-
prevention-and-treatment-cycle.page   
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as well as make HIV testing a part of routine care. However, there is the possibility that this may lead to 
a phenomenon referred to as “HIV prevention fatigue” among YGBM.  
There are multiple facets of HIV/AIDS fatigue and HIV prevention fatigue, but it occurs when 
prevention messages are so common that they become tiresome background noise and are 
subsequently ignored.5 Safer sex fatigue is one example of prevention fatigue in which individuals are 
unable to maintain safe sex practices over time because they become immune to the constant safer sex 
messaging.6  “Condom fatigue” and “prevention fatigue” are terms that have been used to describe the 
psychological phenomenon of decreased condom use among MSM.7 Researchers found that the well‐
organized, highly identified populations of gay men who have a long history of activism also are more 
likely to have HIV/AIDS fatigue.  In one study, a CBO staff member said, “we’re operating at a time in the 
epidemic where most gay men are over it, most gay men are tired of hearing about condoms. They’re 
tired of hearing about AIDS. They don’t want to go to another condom‐on‐a‐banana demonstration.”8 
These “fatigue” phenomena are one possible explanation for the continued high rates of HIV/STI among 
GBM.9  
Prevention fatigue has also been raised as an issue for the gay community in most industrialized 
countries.10 Prevention fatigue is said to pose a threat to the acceleration and sustainability of HIV 
prevention efforts; the prevention discourse is often pitched in "all or nothing" terms, while the concept 
of progressive risk reduction has not been sufficiently applied.10  If fatigue were not enough of a 
challenge when seeking to understand and influence positive health behaviors, the related but separate 
phenomenon known as “disinhibition”— the notion that the perception of reduced risk itself makes risk‐
taking more attractive—further complicates the picture.11 This is by no means to assert that sustaining 
correct and consistent condom use over very long periods of time is easy, or even possible, for many 
people. Rather, these observations point to the fact that no one preventive behavior—especially where 
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sexual behavior and practices are involved— is likely to work for all people or even for any person in all 
circumstances over a lifetime.11  
Populations at high risk of HIV, such as YGBM of color, may not be motivated to change risk 
behaviors despite, prevention messaging or intervention participation; or they may be resistant to 
participating in HIV prevention interventions due to a perceived lack of efficacy. However, the ‘fatigue’ 
research with this population has shown mixed results.   For instance, the “AIDS Optimism hypothesis” 
suggests that MSM have become more complacent when it comes to HIV/AIDS prevention and safer sex 
practices due to the advances in HIV/AIDS treatment and medication. With more effective anti‐retroviral 
medications, people living with HIV are living longer therefore there is a reduction in perceived severity 
of acquiring the disease among this group as well.7  Sandset argued that newer HIV prevention 
campaigns, such as “HIV stops with me” and “NYC PlaySure”, that focus on reaching the public with 
information on how to prevent HIV infections are mainly built upon the rationale of what has been 
called ‘a neoliberal sexual actor’.12 It is important to highlight that while these health promotions are 
indeed sex positive, inclusive and to a large degree borrow tropes that convey a message wherein HIV is 
not the ‘doom and gloom’ of older health promotions; they nevertheless can be seen as representing a 
potential problematic turn in HIV prevention. Sandset stated, “While we should acknowledge that not 
every health promotion can target all of the different groups affected by HIV, the omission of syndemic 
drivers such as drug use and the chem sex scene, discrimination either based on homophobia or racism 
and psychological stressors such as depression, isolation and anxiety are problematic”.12  However, in a 
recent study of HIV prevention fatigue and treatment optimism among YGBM; treatment optimism is 
defined as the confidence in the availability and effectiveness of HIV treatments, researchers found that 
overall, YGBM reported low levels of HIV prevention fatigue and treatment optimism. Analysis indicated 
that greater prevention fatigue and treatment optimism predicted higher rates of condomless sex, but 
condomless sex did not predict later increases in prevention fatigue or treatment optimism.13  This study 
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hopes to further explore the concept of HIV prevention fatigue specifically investigate “intervention 
fatigue” among YGBM in the Bronx, New York City, a component HIV prevention fatigue, which I identify 
as the occurrence when prevention messages are so common to participants in the target group that 
they become tiresome background noise and are subsequently ignored while participating in HIV 
prevention behavioral interventions. This study also elicited YGBM feedback on HIV prevention 
messaging and interventions; stating which approaches work with this population and what does not 
work.   
Problem statement: A lack of Evidenced based HIV Prevention Interventions designed for 
YGBM and possible Intervention Fatigue 
 
HIV prevention interventions focusing on behavioral change have been used with the aim of 
reducing risk for HIV by delaying sexual debut, promoting condom use, and/or reducing concurrency, 
partner change, or substance use. Numerous behavioral interventions have been evaluated; however, 
few have HIV endpoints and those that have, have not shown a reduction in HIV incidence.14 The CDC 
created  diffusion of effective behavioral interventions (DEBIs) project in 1999 with good or best 
evidence for HIV risk-reduction based on their impact on proximate determinants of incidence.14 
Currently, only twenty-one out of the fifty-nine behavioral evidence based interventions (EBIs) endorsed 
by the CDC target YGBM, the population most at risk for HIV.14 Many HIV prevention service providers in 
New York City offer both HIV testing and evidenced based behavioral interventions promoted by the 
CDC, but sometimes these interventions need to be adapted to better suit the community that they 
serve.  Many of the CDC DEBIs recommended for use with the YGBM community were developed over 
twenty years ago and may not resonate with these youth without an adaptation, 
This study proposes an in-depth view of YGBM in the Bronx, participating in HIV prevention 
interventions, to explore factors that may impact their HIV risk but their lives. This approach offers HIV 
researchers and service providers an opportunity to receive candid feedback from YGBM on their 
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perspectives regarding HIV prevention interventions and discuss the facilitators and barriers to their 
participation, as well as suggestions for improvements. The results from this study may inform best 




From August to November 2018, a total of twenty-three (23) cisgender YGBM, one (1) 
transgender woman and (1) gender non-binary individual between the ages of 17-29 years old 
participated in focus groups exploring HIV risk, testing and participation in HIV prevention interventions. 
Approximately 65% of the participants identified as Black/African American and 35% identified as 
Latino/Latinx. A total of five focus groups were conducted by the researcher and each group was 
between 45 to 60 minutes in duration. These young people were identified via targeted sampling due to 
their client status at BOOM!Health, an HIV service organization operating in the South Bronx.  
Participants were recruited during participation in HIV prevention programs (either during HIV testing or 
intervention participation) at BOOM!Health. Focus groups were scheduled after intervention sessions 
and took place at the BOOM!Health Wellness Center in the Melrose section of the South Bronx.  
 The research study was approved by the CUNY Integrated Institutional Review Board (Protocol 
Number: 2018-0835). All participants were informed of their rights as research participants and required 
to give oral consent prior to the start of the focus group (See Appendix C for the Oral Informed Consent 
Script for YGBMSM Participants). Participants were informed of their rights as research participants and 
told that participation was voluntary and could be withdrawn at any time.  They were informed that the 
focus group questions were related to participation in HIV prevention interventions, HIV testing and 
sexual health behaviors. To maintain confidentiality in the group, all participants were asked to give 
pseudonyms, or initials so as not to provide any identifying information; I used these pseudonyms or 
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initials to attribute quotes in the Results section. To assist with recruitment, participants received food 
and refreshments at each group. Also participants were given the option to enter into a drawing to win 
one of two $30 AMC Movie Gift Cards. To participate in the drawing, they were asked to provide contact 
information on an index card that was collected and then destroyed after the drawings that took place 
on November 30th, 2018. 
Measures 
 
The researcher conducted all of the focus groups and created a semi-structured interview guide 
(see Appendix D: Focus Group Discussion Guide for YGBMSM Participants) with the input of other 
colleagues in the HIV prevention field, which contained questions with open-ended probes to elicit 
discussion regarding their own experience accessing HIV prevention services including testing, 
intervention participation and sexual health behaviors. Focus groups were conducted to the point of 
saturation.15 Given the sensitive nature of the information that would be collected, the researcher made 
resources available if any participant needed a referral for additional support after the group. All 
information was kept completely confidential, and no real names or identifying information were asked 
during the group. All focus groups were audio recorded and were transcribed verbatim. After the audio 
recording was transcribed, it was erased.   
Data Analysis 
 
All of the interviews were audio recorded, transcribed and in vivo/ iterative coding and thematic 
analysis was conducted. 16 An inductive thematic approach was used to recognize themes related to HIV 
prevention services including testing, intervention participation and sexual health behaviors. The 
researcher performed a thorough reading of the transcripts with the aim of creating codes to organize 
the data for analysis and ensure that concepts stay as close as possible to research participants' own 
words or terms because they capture a key element of what is being described. Microsoft Word and 
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Excel spreadsheets were used as organizing tools for data management by the researcher. Codes were 
modeled after key topics in the interview guide, as well as emergent codes identified through transcript 
review and preliminary analyses. Descriptive codes summarized and categorized passages of qualitative 
data in short statements in the voice and vernacular of the participants. Commonly occurring 
statements were organized in thematic patterns that accounted for YGBM life circumstances, accessing 




In order to understand the competing interests as to where HIV prevention sat relative to other 
facets of participants lives, it is first necessary to describe their current life circumstances as described 
by participants during interviews, including homelessness, incarceration and the impact of previous 
involvement in foster care and unsupportive families. Other issues that were mentioned included food 
insecurity and the need for employment programs that include job placement. 
I. Life Circumstances/Competing Needs 
Over 85% of the focus group participants stated they were either currently homeless or have 
previously experienced homelessness. The types of homelessness mentioned varied from residing in a 
homeless shelter (including shelters specifically for LGBTQ youth), to ‘couch surfing’ which is staying 
temporarily in a series of homes belonging to friends and/or family. Some of the participants disclosed 
that they were kicked out of their homes when they disclosed their sexuality to their parents. Also, some 
of the participants had been involved in the child welfare system and did not have a path to permanent 
housing when they transitioned out of the system.  
Additionally, quite a few of the participants discussed previous incarceration, both within the 
juvenile detention system as well as the criminal justice system (such as time spent in jail on Rikers 
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Island). These men discussed their charges which ranged from larceny, grand theft auto, and assault. 
Only about 15% of the respondents stated that they were currently employed. The majority of the 
participants were actually present at the HIV service agency hoping to obtain linkage to employment or 
training to become a peer health educator. Participants also expressed a need for access to education 
programs, such as high school equivalency preparation programs (most of these young people did not 
graduate from high school).  
 
II. Accessing HIV prevention services 
When discussing accessing HIV prevention services, there were consistent HIV testing practices 
among participants, and an overall preference for “homegrown”, locally developed, group level HIV 
prevention interventions and development of their own prevention messages compared to messages 
and content of CDC DEBIs.  Most participants stated their condom use was not influenced by 
intervention participation; that there was a lack of gay sex/anal sexual health education outside of HIV 
prevention interventions offered by community-based organizations; and homophobia remained a 
consistent barrier to accessing HIV prevention services. But, when asked about other issues that impact 
health and access to HIV prevention services, the majority of participants mentioned incentives for 
participation. In addition, participants also revealed that there is a dire need for mental health services 
in this community, thereby making the case for trauma-informed HIV prevention services. 
A. HIV testing practices 
Many participants stated they were tested for HIV frequently, between 3-6 times a year.  The 
New York State AIDS Institute recommends HIV testing every 3-6 months the patient or their partner is a 
man who is gay, bi-sexual or has sex with men.11 Participants indicated that HIV testing had become a 
 




routine part of their health care practices. They expressed preferences on the type of rapid testing they 
preferred, including having articulated knowledge on the differing brands of devices, as well as the 
setting or location where they preferred to get tested. When discussing testing, Junior stated: 
 “It’s a regular thing for me, I don’t even think about it. It’s not even a thought like why or why not. Like 
you don’t ask why am I going to brush my teeth in the morning? It’s normal for me to just do it. I like to 
know my status. I do it so frequently that I don’t even remember.  Possibly 7-10 times in 2 years, 
probably more than that.” 
 
When we discussed preferences over the types of HIV tests, the participants agreed that they 
did not “trust” the oral cotton swab, the Orasure OraQuickTM Advance HIV-1/2 Rapid Antibody Test. This 
test detects antibodies to HIV 1 and HIV -2 in 20 minutes. The sentiment was that they did not trust the 
OraQuick test because it was an oral swab that collected saliva instead of a finger prick or blood draw.  
There are also HIV rapid tests that produce results in 1-2 minutes, which also uses a fingerprick, such as 
INST® HIV-1/HIV-2 Rapid Antibody Test, by bioLytical Laboratories. Junior stated, “I like the fastest one 
possible. The finger prick-Yes. INSTI- I love that one. Its quick, quick, quick. The faster the better. And I 
like how it is accurate. I believe they did something to raise the accuracy.”  
When asked about any preference over the location of HIV testing services (either on a mobile 
van/community-based setting vs. a hospital or clinic), the responses varied.  Some respondents 
preferred a clinic setting because of the conventional blood draw and access to medical providers. Jason 
mentioned,” I have been on the van but I feel like I want to go to Callen Lorde or Montefiore for testing 
also. Montefiore is where my mom took me when I was young. So Callen Lorde is a clinic and Montefiore 
is a MD office and I don’t trust the van because all they do is prick you and that’s it.” YY said,” I like the 
conventional blood draw at the clinic because I don’t like seeing blood (finger prick). And they have 
nurses and doctors, people in that profession.” 
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However, some participants said they prefer a community-based setting or the mobile van 
because the expediency of testing and obtaining results. Angel shared, “I prefer a place with services like 
BOOM!Health. If you go to a clinic, they can ask you to come back for an appointment but at 
BOOM!Health they can tell you right there on the spot”.  
Incentives are an important component to the provision of HIV prevention services. Incentives, 
such as metro cards, gift cards, and/or food are an immediate way to address the basic needs of these 
youth. Incentives also influence whether or not a youth is getting a rapid HIV test but also the setting 
where testing takes place. A youth may forgo getting tested by a medical provider in a clinical setting, 
but instead decide to get tested in a mobile unit that is offering a gift card and a metro card.  Stephen 
illustrated the importance of having incentives for testing on the mobile unit,  
“On the van you get an incentive. A metro card. How do these things make a difference when making a 
decision to get tested? How do they matter? A LOT. It makes a difference. A lot of people are looking for 
the incentives because they don’t want to pay extra money to get on the train or spend extra money to 
buy food, or what not. And I was getting tested in Brooklyn to get into a ball for free. To save money out 
of my own pocket.” 
 
 
B. HIV prevention intervention participation 
During the focus groups, we discussed their participation in group level HIV prevention 
interventions. Participation in interventions varied, but the interventions mentioned by participants 
included a mix of CDC DEBIs and adapted or locally developed interventions (*). Code Red (Community 
Organizing Development & Education to Reduce and Eliminate Disease )*, Street Smart (no longer 
supported by the CDC), MATTERS (Men and Transgender (Women) Together Training Enlightening 
Resiliency & Services)*, 3MV (Many Men Many Voices), d-Up!: Defend Yourself!  , MPOWERMENT, 
Popular Opinion Leader (POL), and Raw (Real Answers to Wellness)  Intentions*(See Appendix A 
Description of CDC DEBIs and Locally Developed Interventions ). They also discussed a research study, 
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implemented at the New York Blood Center-Project Achieve, called the Trust Study.12  Participants 
discussed these interventions, what they liked about them, what they did not like about them and how 
they can be improved. The participants valued innovation in HIV prevention interventions, both in 
content and delivery of prevention messaging. They did not like the repetitiveness of CDC DEBIs, same 
content and activities across the interventions. Also, they stated and the outdated delivery of messaging 
(which consisted of old social marketing materials and old videos). For instance, MPowerment was 
created in 1996, and Popular Opinion Leader (POL) was created in 199714, both interventions are over 21 
years old; older than some of the participants in the focus group. CDC DEBIs contain outdated videos 
and unless agencies do not modify some of the content, there have not been any updated information 
related to PrEP/PEP. The participants made their preference for locally adapted interventions very clear. 
Locally developed/adapted interventions provide up to date HIV prevention information, include 
modules on PrEP/PEP and also utilize social marketing tools that emphasize intervention participants 
posting unique prevention messaging on social media for their friends and peers.  
C. Prevention Messages 
When asked about the HIV prevention messages obtained during participation in a HIV group 
level intervention, the majority of respondents said that they learned a lot about how to prevent getting 
infected with HIV and that they considered the messages to be positive. However, there were some 
issues regarding differences in the level of understanding among intervention participants in the same 
group.   Deondre stated:  
“We learned prevention skills like, PrEP, using condoms, being comfortable discussing status with your 
partner, and things like that.  I am just happy that we have a place like this that goes out and looks for 
you with a van and stuff like that. The messages were positive but some of them were hard to 
 
12 Project Achieve: Trust Study. Regular testing is key to knowing your status.  Building community support for 
testing helps keep our communities healthy. The study aims to learn whether an HIV self-testing program with a 
friend increases regular testing among young, Black, gay, same gender loving, bisexual and other men who have 
sex with men or transgender women.  If a participant and a friend are eligible to participate they can each receive 
$75 for the study visit and two HIV self-test kits.  Looking For: Black males or Transwomen between the ages of 18-
29 Years old who have sex with men. Compensation: Up to $205 for 1 year of participation. 
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understand so I had to break them [explain] down for other people. At an intervention I participated in, a 
facilitator was speaking and some people were like what? I had to help them and break down what the 
messages mean. I had to take the information and break it down so that they can understand it better.”  
 
Focus group respondents agreed that there should be intervention “levels”, so that participants 
who have already know HIV prevention information could receive a more advanced session or a 
refresher course. While participants who may not be as familiar with HIV prevention messages can 
receive more attention. The researcher acknowledged that it is often difficult for facilitators to assess 
the base knowledge of participants in a group unless they utilize a pre-intervention survey or intake 
interview.  
Although some of the participants considered the intervention prevention messages to be a 
“review,” they considered the group to be fun and their participation was useful. The tone of the group 
is often set by the intervention facilitator to ensure that there is a safe space without judgement 
regarding the type of information being shared and any questions participants may have. A safe space or 
judgement free zone in a group intervention makes it easier for the participants to share sensitive, 
personal information, and participants will be more receptive to receive HIV prevention information. 
Jake said: 
“I liked MATTERS, I feel like it was very comfortable. I really liked Mildred (the facilitator), her personality 
is very down to earth. She is so cool and it makes it easier to talk to her about whatever. In a judgement 
free zone. Everything was mad free, we laughed and joked but then we got serious. I learned a few new 
things but in reality I am very informed. A lot of this I felt was kind of a review but it was still fun”. 
 
D. How can interventions be improved? 
When participants were asked how interventions can be improved, there were a variety of 
suggestions offered. Some respondents acknowledged the varying level of knowledge by participants in 
the intervention groups and offered some ways to provide a more equalized baseline knowledge, one 
potential solution offered was to utilize peers to assist in defining terms or an alternative solution was to 
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ask intervention facilitators to suggest easier terminology. As previously mentioned, the intervention 
facilitators set the tone of the group. Jason recommended, 
“Maybe by using an interpreter-someone who can break things down for someone who does not 
understand. In some interventions the facilitator uses big words and people are like huh? They be really 
confused and be like lost in the stars or something like that.. they need help. It’s kind of like school. Well 
what are some of these words that are hard to understand? Prophylaxis-people don’t understand that 
word. Have to look it up in the dictionary.”  
 
The participants also acknowledged that there is repetition that persists in interventions, but it 
can be addressed by the intervention facilitator creating a more innovative approach to sharing 
information. This can happen by offering new group activities, making the session more interactive with 
role plays to ensure participation and input from the attendees, and “change it up”. James suggested, 
 “From experience a lot of the interventions teach the same exact thing. Literally. You have to find like a 
different way to present it than the other facilitators do. Instead of reading from a book and say do this 
do this, you need to switch it up. Do roleplays. They just need different curricula. We all know that people 
like the word “free”. Change up what you teach, it doesn’t always have to be about sex. Sometimes they 
can just talk about cleaning your body out.”  
 
Locally developed/adapted interventions also utilize social marketing tools that involve 
participants posting unique prevention messaging on social media for their friends and peers. By 
allowing participants to create unique prevention messaging using their voice and utilizing a variety of 
approaches to disseminating information such as social media and other formats that resonate with this 
group it can be more memorable and make the messages more palatable for this population.    
The participants also suggested the use and promotion of a drop-in space to congregate 
between groups. A drop-in space is usually a laid-back space that is youth driven with bright colors, 
couches, access to computer stations, music and possibly a television, with food and snacks. It is a space 
for the youth to hang out between HIV prevention services and group sessions. It is also a good method 
for recruitment so that participants can invite their friends to the drop in space to hang out and 
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introduce them to HIV prevention services. This is can be a recruitment method for intervention 
participation and inject a fun approach to HIV prevention service delivery. Usually, HIV prevention 
programs use drop in spaces for some organized activity to recruit new participants, such as an Open 
MIC poetry night or a game night. Deondre suggested, “They need to make it more fun.” The researcher 
asked how to make the space fun. Matt responded, 
“They need to make that drop-in more Lit and colorful. How can it be more Lit? That drop in is dry as 
dust. It is totally dry as dust. I remember when I first started working here, this drop in was packed with 
people, now that room only has maybe 3 people.” 
 
The researcher asked Matt how to explain what he meant by lit, and to describe what he would 
want to see in a drop in space, he responded, “lit means when something is turned up, when I said it 
was dry as dust I meant there was nothing going on.” Lit is more of a fun, party atmosphere that has 
activities, possibly music and games. Drop in spaces are also considered “safe spaces” for LGBTQ youth 
who need a warm and welcoming environment. But the focus group participants all agreed that the 
BOOM!Health drop in space did not have the same level of activity of fun it used to have, not many 
participants spend time in the space and it was not being utilized effectively by the agency.  
The participants mentioned that other competing needs also need to get addressed by HIV 
service agencies. BOOM!Health as well as other HIV service providers that work with this population 
must address the basic needs of the YGBM population in order to address HIV risk, either by providing 
additional support or linking participants to other resources on site at the agency. Besides just offering 
HIV prevention services, such as rapid HIV testing, free condoms and group level interventions; they 
need access to employment development programs. They also need to have basic needs addressed, 
such as access laundry services, food pantries and permanent housing. The entities that provide funding 
for HIV Prevention Services should also acknowledge this issue and enact structural changes to their 




“They {HIV Service Providers} need to come up with new strategies, make people want you more. And 
make people want to come to BOOM to get help because they really care. YES, they should offer pantry 
laundry, metro cards and food.  I came for the work experience.” 
 
 Lastly, the participants recommended that HIV prevention interventions should offer sex-
positivity.  The participants definitely wanted to see more sex-positivity and innovation when attending 
HIV prevention intervention groups. They mentioned really enjoying games, like sex act word games and 
activities that were “out of the box,” and they discussed wanting to learn more about all types of sex. 
Jake described one of his favorite groups and wanting to learn more:  
 
“Yes some of these (people) need to learn about foreplay. I went to one group and someone had booked 
a studio area, and they did a thing about different types of sex toys and stuff. I saw some things there 
that I have never seen in my life! I had never seen anal beads before. And some of these toys were 
custom made. One activity was to have everyone name all of the sex acts they have heard of (like a pearl 
necklace).” 
 
E. Lack of gay sex/anal sex sexual health education in schools (outside of HIV Prevention 
Interventions) 
 
In line with the above themes regarding prevention intervention messaging and the importance 
of sex-positivity in HIV prevention interventions, the researcher asked the group, was this information 
(that you got from the intervention) something that you learned in school (like through sex education)? 
The focus group participants responded firmly: 
R: “HELL No (laughter) Nowhere near. “ 
 
R: “I actually didn’t have Sex Ed in my high school. I have never had sex education EVER.  
I never had it I thought it was just something like Mean Girls. I thought it was just on TV.”  
 




R:“Yea it was like he said, “Don’t have sex or else you will get chlamydia and then you will die.” 
 
 When asked if you learned any of the above information (anal care, female condom use etc) in school? 
The majority of participants expressed this type of sentiment as illustrated by the following quote.  
“NO-we just learned about the female body parts and reproduction. I didn’t even learn about any of that! 
I just learned about the female anatomy and what the inside of a vagina looks like. I learned about this in 
science class. Different diseases and how they were transmitted.”  
 
For the respondents who received sex education, the focus of the educational sessions were 
about sexually transmitted diseases, learning about anatomy and physiology, but not about sex. 
Meanwhile, none of the participants mentioned whether their sex education included things like 
consent, relationships, or information on sexuality or sexual orientation. Their experience regarding sex 
education was more negative and medicalized. But there was a difference of opinion when discussing 
issues related to sexuality in school. For instance, Chris stated, “Sex education-in school-not useful in 
high school. I couldn’t be comfortable with who I was. It’s better in a Community Based Organization.” 
F. Condom Use & PrEP 
When focus group participants were asked if intervention participation influenced condom use, 
there was a mixed response. Some participants said yes they used condoms most of the time as a result 
of participating in HIV prevention interventions, but most respondents said no they did not use 
condoms. Javier stated, “I never use a condom, with my baby’s mom. But when I was with a guy and 
used one, I don’t like how it feels, it makes my dick soft. It takes away the feeling.” In some cases, 
interventions may not have influenced condom use but instead provided resources. 
Jason said “It didn’t make me change the way I used condoms, but it did give me a whole list of places I 
could get condoms. Re-up![ which means to get some more of or to stock up] When I need the lube, I 
already know where to go. Not changing my mindset but giving me more landmarks. Now I can go all the 




Intervention participation has increased PrEP awareness among YGBM. When participants were 
asked if they think that the messages and interventions have had an impact on sexual health behavior? 
Most respondents said yes, especially about trying PrEP.  There are varying opinions about the use of 
PrEP. Some participants would use it in place of condoms, and some participants are still committed to 
using condoms consistently but interested in adding PrEP to their prevention strategies. Some 
respondents discussed interest in PrEP due to a possible exposure to HIV.  
James shared, ”One day I was messing with this guy and something happened with the condom and then 
I was like I need to get on PrEP like. It was a wakeup call. I got tested and then it came back negative. 
Then I was like let me get on PrEP.” 
However, participants expressed that there is still a fear of side effects with taking PrEP.  Many said 
knowing more about side effects would help them decide whether PrEP use was worth it. Deondre said, 
“Yes I was interested in PrEP but up until I found out about the side effects. It could affect your liver if you 
don’t drink 8 cups of water every day. I don’t like that. I don’t like that that’s a side effect.” 
III. Other Issues impacting health and access to HIV Prevention Services 
At the end of the focus group sessions, the researcher asked the participants to think about the 
topics covered during the conversation, such as basic needs, HIV testing, HIV Prevention interventions 
and sexual health behaviors, what important things were missed about how you and other young men 
are thinking about this in their own lives. Participants suggested that interventions be “for everyone”, 
more intervention groups offer an open discussion format and there should be confidential support 
groups for HIV positive men. Three themes that were discussed across the focus groups were 




In agreement with previous research homophobia and HIV stigma creates a barrier to health 
access for these participants. There is internalized stigma and homophobia that is learned within their 
communities and families as well. For instance, TJ said “I was raised to learn that the only way was men 
liking females and when I saw two guys kiss I was like get that fucking shit out of here.” Jacob shared his 
perspective on those intervention participants who do not feel comfortable discussing sexuality: 
“There is a lot of stuff for instance in the MATTERS group, not everyone is so open about their sexuality 
because its ages 25 and older. Most of them have wives and baby mothers. Some are them are like down 
low or in the closet the end of the day they feel more comfortable learning from us. “ 
 
Michael stated, “Sometimes you have to go more in depth for people to understand them better. If you 
talk about someone having an STD or STI you have to go more into depth for them to understand what 
that is. Like this can really happen to me if I don’t use protection? Wow! Im gonna use a condom. Its 
dangerous I have one friend with HIV and I have a family member who passed away from HIV/AIDS. 
Don’t ask anyone for their test results. You don’t know how they are going to feel. And don’t be like well 
he burnin [which means to have an STD] . That can break a person, cause them to kill themselves. There 
is still a lot of stigma related to HIV.” 
 
B. Incentives 
All of the focus group participants stated they needed incentives, food and metro cards but the 
information they receive during an intervention is important. They stated incentives should be used for 
recruitment and as a way to value people’s time. Jason shared, “Incentives are a good way to attract 
people to come in. The whole world likes incentives. Because when we get incentives then we can have 
fun!”  
Stephen said “I worked for AFC (Ali Forney Center) and I have seen people come for the incentive. When I 
come to a group like this one I don’t come for an incentive I come to learn something more. But my 
stance is probably totally different from everybody else.”    
Participants also value the use of peers as well as incentives. Peers play an important role in recruitment 
and should be paid more for their work.  
Michael stated, “Use more peers and pay them better. Apparently, money talks. When incentives are 
involved it’s what keeps people going. But no one is paying me to get tested or give my friends condoms.  
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But if there are incentives I can learn some shit and get paid, I’m like ok! And by paying peers better you 
can get more people.” 
 
C. Need for Mental Health Services 
Participants expressed the need for mental health services. These men disclosed trauma they 
have experienced by disclosing their sexual orientation to their families, in the systems they have been 
involved with (such as juvenile detention) and in the communities where they live. Yet, they did not get 
the professional help they needed to deal with this trauma. Participants suggested they need trauma 
informed care in HIV prevention interventions to reduce their risk of getting HIV. For a young person 
who has experienced trauma, sitting in groups or counselling sessions where you are asked to disclose 
their experience can lead to re-traumatization.   RC mentioned utilizing an innovative approach to 
mental health services such as art therapy:  
“There is mental illness and we need more things that help improve mental health. Art therapy can help 
for the people that don’t like to talk. Going to groups. Gaining that perspective that we are not the only 
ones going through shit. There are other people in other walks of life going through shit and it helps to 
know that.  And it helps. Doing something constructive and you get something that is tangible. I wish we 
can find more Art Therapy not just groups but also 1:1 art therapy sessions. Not just talking to a 




 The aim of this study was to explore to the factors related to “intervention fatigue” among 
YGBM participating in HIV prevention services in the Bronx. We found that these men did not 
experience fatigue participating in interventions per say, but they do prefer innovative approaches and 
locally developed, or adaptations of evidence-based interventions as opposed to CDC DEBIs. Part of their 
preference is because locally developed/adapted interventions also utilize approaches to emphasize 
participants involvement.  This is evidence that youth involvement in packaging messages is essential to 
delivering effective HIV prevention messaging to this community. In a review of curriculum-based sex 
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and HIV education programs targeting youth under the age of 25, nearly all (90%) of the interventions 
included at least two different interactive activities designed to involve youth and help them personalize 
the information (e.g., role playing, simulations or individual worksheets that applied lessons to their 
lives).17 The researchers found that characteristics of an effective curriculum-based program “employed 
sound teaching methods that actively involved the participants to personalize the information and 
employed activities, instructional methods and behavioral messages that were appropriate to the 
youths’ culture, developmental age and sexual experience”.17 By allowing participants to create unique 
prevention messaging using their voice on social media for their friends and peers, locally developed 
interventions are creating innovation making messages more memorable and palatable for this 
population.  
The primary risk for becoming infected with HIV for this population is by engaging in unsafe sex. 
The focus group participants recommended that HIV prevention interventions should offer sex-
positivity.  Yet, the curricula in these interventions are so medicalized, and adults are often reluctant to 
have conversations about sex, especially with youth discussing all types of sex. Nevertheless, these 
discussions must happen in order to improve their knowledge. If it does not happen during an 
intervention with a trained health educator or trained peer health educators, then where and when will 
these conversations occur?    
  Participants acknowledged that these group level interventions served an important purpose in 
delivering sexual health and sexuality education at community-based organizations that they would not 
have received in a school setting. Age appropriate comprehensive sexuality education can promote 
positive healthy sexuality and sexual health behaviors.18,19 It can also help normalize safer sex practices 
and empower youth to advocate for their health throughout their lives.20  In addition, comprehensive 




Many of these participants have adopted the practice of routine HIV testing, with some 
specification on the type of HIV test they preferred. However, condom use among this group of men 
was more varied and not as consistent. A majority of participants stated their condom use was not 
influenced by intervention participation. Intervention group participation has increased PrEP awareness 
among YGBM, participants stated they knew how to access PrEP but there was still fear related to side 
effects that impacts utilization of PrEP as an HIV prevention strategy.  
The thematic analysis from this study also showed that there is a need for structural 
interventions for HIV prevention or HIV negative or HIV unknown YGBM that address their basic needs 
such as laundry services or food pantries. These interventions should not only provide HIV prevention 
education but also address structural factors like poverty and offer access to employment development 
programs and permanent housing. They also needed to have basic needs addressed, such as access to 
food, clothing. shelters and housing to address their most immediate needs. Incentives were cited as an 
important component to the provision of HIV prevention services. Incentives, such as metro cards, gift 
cards, and/or food were an immediate way to address the basic needs of these youth. HIV service 
providers, such as BOOM!Health, acted as the front line for access to resources for a lot of these youth.  
These youth are engaged through street outreach, using mobile units or via ‘word of mouth’ 
through their friends and peers. At a minimum, they must offer substantial referrals to address basic 
needs, have strong networks / linkages with providers to ensure that appropriate referrals to housing 
services, benefits, employment development are made for their clients in need. However, HIV service 
providers should also be prepared to provide much of this support on site at the agency, as well. There 
should be meals and food pantries associated with drop in centers, and immediate linkage to homeless 
shelters if needed. Paid peer programs should be utilized as pathways to employment at these agencies. 
For example, recognizing the basic needs of LGBT youth, the AIDS Center of Queens County became an 
affiliate of the AIDS Healthcare Foundation in 2015 and opened a youth drop in center, with showers 
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and laundry on site, as well as HIV prevention services, education services and referrals for housing.21 
Yet, the CDC only recommends structural interventions with short term financial incentives for people 
living with HIV (PLWH) and routine HIV testing for those with negative/unknown status.22 There is no 
recommendation at the federal level for structural interventions addressing the basic needs and poverty 
factors of populations who are at highest risk of acquiring HIV.  Stable housing is a structural factor that 
is also a predictor of health outcomes and medical adherence for people living with HIV. 23,24 For HIV 
negative youth, there is also a strong association with HIV risk and housing status; research has shown 
that youth experiencing homelessness and housing instability are at an increased risk of HIV, with 
LGBTQ youth being disproportionately impacted.25 
However, these results should be understood in light of their limitations which include a non-
generalizable sample of participants based in the Bronx, New York. There may have been response bias 
given the location of the focus groups (at the BOOM!Health Wellness Center) and the focus group 
participants involvement with the agency as clients. The limitation of a focus group versus an in-depth 
interview include they can be hard to control and manage, some participants may find a focus group 
situation intimidating or off-putting; or participants may feel under pressure to agree with the dominant 
view. However, the researcher was able to engage a large number of hard to reach participants in a 
friendly familiar environment in a focus group discussion.  Despite these limitations, this study offers 
lessons learned in providing HIV prevention services to YGBM. The findings from the focus groups will be 
incorporated into the adapted conceptual framework discussed in chapter 4. The focus group questions 
provide information on personal and family resources (Where do you live? Do you live with your 
family?), community resources, housing status, competing needs (hunger), and perceived health. (See 
Figure: 1 Adapted Conceptual Framework-Focus Group Questions (Based on Gelberg’s Behavioral 
model for vulnerable populations)). 
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Areas for further research should be in designing and testing HIV prevention interventions that 
address structural change and health equity among Black/ African American and Latinx young gay, 
bisexual men who have sex with men, with the input from the community. In addition, many YGBM have 
multi-system involvement, such as experience in foster care and incarceration. These life circumstances 
should be considered when designing HIV prevention interventions, utilizing a trauma informed 
approach. Furthermore, coupling group-level interventions with enhanced education and navigation to 
medical providers for PrEP is an area to explore for future research. Many of the focus group 
respondents were apprehensive about trying PrEP as a potential HIV prevention strategy. It would be a 
good strategy for medical providers to team up with HIV service providers, such as BOOM!Health, to 
attend groups in order to provide more information, to dispel fears about PrEP side effects and have 
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 Table 1: Description of CDC DEBIs and Locally Developed Interventions  
Name Description 
CODE RED* (created by 
BOOM!Health Prevention Health 
Educators)  
CODE RED=Community Organizing Development & Education 
to Reduce and Eliminate Disease 
Target population: MSM of Color 
Four session group level intervention can be completed in a 
retreat style two-day format. 
The intervention focuses on intense skills building and 
collective creativity to impart HIV prevention education. 
A community project must be completed at the end of the 
intervention. 
MATTERS*(created by BOOM!Health 
Prevention Health Educators) 
Men and Transgender (Women) Together Training 
Enlightening Resiliency & Services 
Target population: MSM and Transgender women of color 
Seven session group level intervention (can be completed in a 
retreat style three-day format). 
The intervention addresses anatomy and HIV prevention 
topics discussed (with a focus on PrEP). 
A social marketing project (commonly a public service 
announcement to be posted on social media) must be 
completed at the end of the intervention. 
RAW Intentions* (created by Health 
Educators at Mount Sinai Health 
System)  
RAW (Real Answers to Wellness) Intentions is a local 
adaptation of the d-Up!: Defend yourself! Intervention. The 
target population: MSM and transgender women of color. 
Four session group level intervention that can be completed 
in a retreat style two-day format. The development of 
promotional materials with HIV prevention messages must be 
completed at the end of the intervention. 
Many Men Many Voices (3MV) Many Men, Many Voices is an HIV and STD prevention 
intervention for black men who have sex with men (MSM) 
and may or may not identify as gay. 
Seven session group level intervention 
The intervention addresses factors that influence the 
behavior of black MSM: cultural, social, and religious norms; 
interactions between HIV and other STDs; sexual relationship 
dynamics; and the social influences that racism and 
homophobia have on HIV risk behaviors. 
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d-Up!: Defend yourself! d-up: Defend Yourself! is a community-level intervention 
designed for and developed by black men who have sex with 
men (MSM). d-up! is designed to promote social norms of 
condom use and assist black MSM to recognize and handle 
risk-related racial and sexual bias. d-up! finds and enlists 
opinion leaders whose advice is respected and trusted by 
their peers. These opinion leaders are trained to change risky 
sexual norms in their own social networks. Opinion 
leaders participate in a four- session training and endorse 
condom use in conversations with their friends and 
acquaintances. 
Street Smart** (CDC no longer 
supports this intervention. Sessions 
are held after dinner at the runaway 
shelter where the youth are staying 
and are led by trained counselors. 
This intervention was modified to be 
implemented at a HIV provider 
agency).  
Street Smart is a multisession, skills-building program 
designed to help groups of runaway youth reduce 
unprotected sex, number of sex partners, and substance use. 
The program is based on social learning theory, which 
describes the relationship between behavior change and a 
person’s beliefs that he/she has the ability to change a 
behavior and that changing that behavior will produce a 
specific result. The target population is runaway youth ages 
11 to 18. The intervention consists of eight, 1.5 to 2 hour 
drop-in group sessions delivered over a 2- to 6-week period. 
Popular Opinion Leader (POL) Popular Opinion Leader (POL) is a community-level 
intervention that involves identifying, enlisting, and training 
key opinion leaders to encourage safer sexual norms and 
behaviors within their social networks through risk-reduction 
conversations. Groups of POLs meeting together weekly in 
sessions that use instruction, facilitator modeling, and 
extensive role play exercises to help POLs refine their skills 
and gain confidence in delivering effective HIV prevention 
messages to others. Groups are small enough to provide 
extensive practice opportunities for all POLs to shape their 
communication skills and create comfort in delivering 
conversational messages. POLs set goals to engage in risk 
reduction conversations with friends and acquaintances in 
the targeted population between weekly sessions. 
MPowerment Mpowerment is a community-level intervention is for young 
gay and bisexual men (ages 18-29)of diverse backgrounds. It 
mobilizes men to reduce sexual risk taking, encourages 
regular HIV testing, builds positive social connections and 
supports peers to have safer sex. 
• Core Group: The intervention is run by a Core Group 
of 12-20 YGBMSM. 
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• Formal Outreach: Teams of YGBMSM go to locations 
frequented by other young men to discuss and 
promote frequent HIV testing and safer sex, 
distribute condoms and lubricants, and deliver 
appealing literature on testing and HIV risk reduction. 
• M-groups: These peer-led, 3-hour meetings of 8-10 
YGBMSM discuss factors contributing to infrequent 
or no HIV testing and unsafe sex among the men 
(e.g., increasing motivation for frequent HIV testing, 
meeting partners online, beliefs that safer sex is not 
enjoyable, and poor sexual communication skills). 
• Informal Outreach: Informal outreach consists of 
YGBMSM discussing the need for frequent HIV testing 
and safer sex with their friends in their social 
networks. 
• Ongoing Publicity Campaign: The campaign attracts 
men to the project by word of mouth and publicity-
related outreach at bars/clubs, and through online 
methods. 
• Project Space: Ideally, the project has its own physical 
space where most social events and meetings are 
held and which serves as a drop-in center where 
YGBMSM can meet and socialize. 
 
 












Figure 1: Adapted Conceptual Framework-Focus Group Questions (Based on Gelberg’s Behavioral 
model for vulnerable populations) 
                                     Population Characteristics 
Enabling                                        Need                          Outcomes                                                     
                                                                                                                                                                                                                                                                              
Traditional Domains Traditional and Vulnerable 
Domains 
Personal and Family Resources 
 
Where do you live? Do you live 
with your family? 
 
Community Resources  
-Housing Status 
Have you ever been homeless? 
If so tell me about the 
situation. (Probing questions 
how long were you homeless? 
Were you alone or with your 
family? 
Where did you stay? In a 
shelter, with friends etc?) How 
did you eventually obtain 
stable housing? 
Perceived Health 
General population health 
conditions 
Evaluated health 




Participation in HIV prevention 
Interventions 







Have you ever been without 
food/or hungry? Have you 
been without food/hungry in 
the past 30 days? 
 
Perceived Health Vulnerable 
population health conditions 
How do you feel about the 
impact the messages and 
interventions have on your 
sexual health behavior? If there 








Chapter 4 Exploring factors influencing 
HIV Prevention Service Utilization 
among young gay, bisexual, cisgender 
men and transgender women who have 








Youth, adolescents and young adults, are at increased risk for HIV due in part to the 
combination of engagement in high-risk sexual activities and multiple transitions they are undergoing, 
including physical, intellectual, personality, and social developmental changes. 1 In 2017, 8,164 youth 
between the ages of 13-24 and 13,433 young adults between the ages of 25-34 were diagnosed with HIV 
in the US.2 During the same year, the rate for black/African American adolescents (26.4) was nearly 5 
times the rate for Hispanic/Latino adolescents (5.5) and more than 17 times the rate for white 
adolescents (1.5).2 Among youth, there are key populations that are the most vulnerable and bear 
disproportionate burdens of HIV. These young key populations include young gay, bisexual, or men who 
have sex with men (YGBM), transgender people, those who inject drugs and sex workers. There are also 
youth who belong in multiple groups (e.g., transgender youth who engage in sex work) who are at an 
even higher risk of acquiring HIV or other sexually transmitted infections.2 
According to the 2017 National Youth Risk Behavior Survey (YRBS), 39.5% of high school 
students report having sexual intercourse nationwide and the overall prevalence of having ever had 
sexual intercourse was higher among black (45.8%) and Latino/Latinx (41.1%) than white (38.6%) 
students.3 Nationwide, 9.3% of students had been tested for HIV (not counting tests done when 
donating blood) and the prevalence of HIV testing was higher among female (10.5%) than male (8.1%) 
students; higher among black students (15.2%) than Hispanic students (8.9%) and white students 
(7.9%).3  A 2017 report on the NYC YRBS trends stated from 2001 to 2015, the prevalence of NYC public 
high school male and female teens who ever had sexual intercourse decreased from 51% to 27%; also, 
there was a decrease among black students 60.2% in 2001 to 32.6% in 2015, Latino students 56.2% in 
2001 to 33.5% in 2015 and white students 38.5% in 2001 to 22.8% in 2015.4 However, between 2009 
and 2015, condom use decreased from 73% to 63% among sexually active teens in New York City.4 
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YGBM are disproportionately affected by HIV and bear the burden of the disease in the United States. In 
2017, 38,739 people received an HIV diagnosis in the US.5 Gay and bisexual men – referred to in 
surveillance systems as men who have sex with men (MSM) – continue to be most severely affected by 
HIV in the United States. According to the Centers for Disease Control and Prevention (CDC), in 2017, 
MSM accounted for 66% (25,748) of all HIV diagnoses in the United States and 82% of diagnoses among 
males.5 Black/African American gay and bisexual men accounted for the largest number of HIV 
diagnoses (9,807), followed by Hispanics/Latinos (7,436) and whites (6,982).6  In 2018, the annual 
number of new HIV diagnoses fell below 2,000 in NYC for the first time, with 1,917 new HIV diagnoses 
reported.7 The number of new diagnoses among MSM also decreased to 997 in 2018 from 1,243 in 
2017.7,8   The number of new diagnoses among adolescents (ages 13-19)  remained stable at 3.7% in 
both 2017 and 2018; but among young adults (ages 20-29) new diagnoses fell from 37.6% in 2017 to 
35% in 2018.7,8 
In the Bronx, 52% of all neighborhoods were extreme or high poverty in 2017.9 The median 
household income in the Bronx was $38,260 in 2017, in comparison to $60,010 in NYC.9  According to 
the NYC Department of Health and Mental Hygiene (DOHMH), Community Health Profiles for 2018, 29% 
of adults in the Bronx have less than a high school education in comparison to 19% of adults in NYC.10 
The Robert Wood Johnson Foundation’s County Health Rankings Report, which has ranked Bronx County 
as number 62 out of 62 counties in New York State, every year since 2010.11 In 2019, 27% of Bronx 
residents stated they were in “poor or fair health”, with an average of 4.9 poor physical health days and 
4.3 poor mental health days. 11 
 The 2018 NYC Community Health Profile, also showed, the rate of new HIV diagnosis in the 
Bronx was 35.7 per 100,000 in comparison to 24 per 100,000 for NYC total.10 In 2017, Blacks and Latinos 
ages 20-29 and 30-39 accounted for the largest proportion of new HIV diagnoses in the Bronx.12 During 
this time period, few community-based organizations (CBOs) in the Bronx provided HIV prevention 
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services to  gay, bisexual, and other MSM of color. One CBO that did provide this HIV prevention service 
was BOOM!Health, the organization that is providing the data for this dissertation project.   
HIV Prevention Service Provider-In Depth View   
 
BOOM!Health is a grassroots 501(c) (3) CBO, a merger between Bronx AIDS Services and 
Citiwide Harm Reduction, with an extensive twenty year history and experience of reaching and serving 
HIV positive and high risk young gay men, YMSM and transgender with comprehensive programming 
including evidence-based interventions, HIV testing and linkage to care services. Since 2001, 
BOOM!Health was awarded 5-year grants from Centers for Disease Control and Prevention (CDC) to 
conduct HIV testing, evidence-based interventions (EBIs), including a locally grown intervention and 
linkage to care services for young gay men, young MSM and transgender. In 2005, BOOM!Health was 
the lead contractor for a HRSA funded Special Project of National Significance (SPNS) grant that focused 
on Outreach and Engagement  and Linkage to Care for HIV Positive YMSM of Color. Funding from 
Substance Abuse Mental Health Services Administration (SAMHSA) in 2006 allowed BOOM!Health to 
focus on reaching young gay men, MSM and transgender women in the “house/ball” community, 
expanding HIV testing, sexual health education, and access to care. In 2013, BOOM!Health secured 
funding from the New York State Department of Health (NYSDOH) to expand HIV/HCV/STI screening 
through mobilization of prevention messaging in social media. From 2014-2016, BOOM!Health utilized a 
grant award from SAMHSA to promote HIV and substance abuse prevention messaging in various social 
media settings to raise awareness on young gay men and transgender health issues. Over the same 3-
year period, BOOM!Health served over 2198 high risk gay men, YMSM aged 13-29 years, and who were 
HIV negative and engaged in various prevention and linkage/navigation services. BOOM!Health has 
emerged as the leading Bronx-based organization that has intentionally diversified its approach to 
comprehensively address the needs of the LGBT community, highlighting health and socio-political 
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issues. Youth engaged in BOOM!Health services had access to an array of services which included free 
and confidential HIV testing, HIV prevention intervention groups, condom distribution, individual and 
group counseling, access to a youth drop in center to use computers and congregate, access to daily 
food services, special events such as open-mic nights and health fairs, annual field trips, limited housing 
support and legal services.   
Conceptual Framework: Gelberg’s modification of Andersen’s Model for Healthcare 
utilization 
 
The conceptual framework for this project was operationalized using Gelberg’s update of the 
Andersen’s Model for Healthcare Utilization to create the Behavioral model for vulnerable 
populations.13–15 Andersen’s original Behavioral Model was developed in the late 1960s to assist in 
understanding why people use health services and the utilization of health services is a function of a 
predisposition, factors that enable or impede such use, and people's need for care.14,15 In researching 
healthcare utilization among homeless persons, Gelberg modified Andersen’s model to create the 
“Behavioral model for vulnerable populations,” in which vulnerable domains were added to the 
traditional model focusing on social structure and enabling resources.13 The predisposing traditional 
domain includes demographic characteristics, such as age, gender, and marital status, as well as health 
beliefs and social structure. Social structure characteristics include ethnicity, education, employment, 
and family size. The Predisposing Vulnerable domain includes social structure characteristics, such as 
acculturation, immigration status, and literacy; childhood characteristics (e.g., foster care, group home 
placement, abuse and neglect history, and parental illness); residential history (dwelling or lack thereof); 
living conditions; mobility (moves between communities and dwellings); criminal behavior and prison 
history; victimization; mental illness; psychological resources (e.g., mastery, coping, self‐esteem, 
cognitive ability, developmental delay); and substance abuse. The Enabling Traditional domain includes 
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personal/family resources, such as regular source of care, insurance status, and income.13 (See Figure 1: 
Gelberg’s “Behavioral model for vulnerable populations” ). 
The Andersen Model for Healthcare Utilization focused on the use of healthcare services and 
the Gelberg Behavioral Health Model contribution focused on disproportionately impacted populations.  
More recently, the model has been applied to the research on the use of mental health services.16 This 
dissertation is compiling what has been learned in prior research efforts and applying the model to the 
utilization of HIV prevention services among a vulnerable population, YGBM. The purpose of this 
analysis is to explore factors related to HIV prevention intervention  participation and HIV testing among 
young gay, bisexual, cisgender men and transgender women who have sex with men (YGBM/TGW) who 
received services at BOOM!Health in the Bronx between 2014-2016, using the Behavioral model for 
vulnerable populations developed by Gelberg. HIV prevention service utilization data was analyzed to 
identify factors, under Gelberg’s traditional/vulnerable domains, that might impact HIV prevention 
intervention participation and to explore the effect of intervention participation on HIV testing practices 
among YGBM/TGW. I also included the operationalized variables under the Behavioral model for 
vulnerable populations framework. It is not a complete one to one match with each domain of Gelberg's 
framework, but chapter 3 informs the adapted framework with additional qualitative data regarding 
competing needs and perceived health. The findings from the focus groups in chapter 3 were 
incorporated into the adapted conceptual framework discussed in this chapter. The focus group 
questions provide information on personal and family resources (Where do you live? Do you live with 
your family?), community resources, housing status, competing needs (hunger), and perceived health 
(See Figure 2: Adapted Conceptual Framework-Operationalized Based on Gelberg’s Behavioral model 
for vulnerable populations). Additional sub aims included: use of New York State AIDS Institute 
Reporting System (AIRS) data to identify factors, under traditional/vulnerable domains, that might 
impact HIV prevention intervention participation and completion; and to explore the effect of 
93 
 
intervention participation on HIV testing practices among YGBM. For the purpose of this study, pre-
disposing vulnerable domains were operationalized by the following variables: housing, history of 
incarceration; traditional enabling domain was operationalized as health insurance; and traditional 
vulnerable domains variables included recent sexually transmitted disease (STD), sex with females, sex 
with anonymous male partners and sex with men while high on drugs or intoxicated on alcohol. 
Methods 
 
The service data from 2014-2016 was exported from BOOM!Health’s New York State AIDS 
Institute Reporting System (AIRS) local database into IBM SPSS Statistics 25 for a secondary data 
analysis.  AIRS is a comprehensive client and service/encounter reporting application. AIRS supports a 
broad range of provider types, from primary care clinics to multi‐service community‐based organizations 
that support a range of services including case management, medical and health related care, substance 
abuse services, and mental health services.17 Both HIPAA compliant and compatible with Electronic 
Health Records (EHRs), AIRS is designed to integrate multiple organizational requirements and client 
management needs into a single system, and it meets all Health Resources and Services Administration 
(HRSA) and CDC reporting requirements. AIRS is one of very few systems that cover the full range of HIV 
services, from prevention to testing to care. A client’s information is entered into the AIRS system when 
he/she receives an intake for a service offered by a HIV service provider/organization. The service 
modules are designed to support the characteristics of the type of service delivered, be it individual, 
group level, or event based. Services delivered can be organized by funding stream, location, contract 
type, service staff, and as well for individual provider needs. AIRS is a distributed system, installed at 
over 250 individual agencies for internal data management and reporting, but capable of generating 
client level data for state and regional databases.17 
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  I have obtained permission from the leadership at BOOM!Health to utilize their AIRS database 
for this study, via email in March 2018. The data set currently exists and maintains de-identified 
individual level data on all clients using HIV‐related services at BOOM!Health in their Bronx locations. 
Their data is used primarily for administrative purposes such to provide program reports and assess 
progress towards program deliverables by HIV‐service organizations and providers. All clients visiting 
BOOM!Health completed an intake assessment and HIV/AIDS Risk History which were both paper forms. 
Staff members would perform an intake interview and complete the forms that would then be handed 
to the data entry clerk for responses to be recorded in AIRS. The intake interview would take 
approximately 30 minutes to complete and questions asked included demographic information (such as 
current housing status) as well as HIV/AIDS risk history. HIV/AIDS risk history included asking the 
following questions all within in the prior 12 months: the number of male sex partners a client had, the 
number of female partners, whether the client engaged in sex with men for drugs, whether they had 
been diagnosed with a Sexually Transmitted Infection (STI), and whether they had been incarcerated. 
For the purposes of these analyses, all responses were dummy coded yes/no (1,0).  
The research study was approved by the CUNY Integrated Institutional Review Board (Protocol 
Number: 2018-0835). The AIRS data was de-identified in order to protect the privacy of program 
participants. There is not an anticipated risk or discomfort to the adolescents who were engaged in 
services since no client identification was collected. In order to protect the confidentiality of participant 
data, AIDS Institute Reporting System data was extracted and downloaded to a password protected 
computer that was only be accessed by the Research Study Principal Investigator. The study investigator 
did not have access to participant identifiers; instead client demographics, risk history and HIV 
prevention service utilization was matched using a 10-digit client number generated by AIRS.   
The sample included a total of 2,198 clients, 2,058 cisgender men who identify as gay, bisexual 
or MSM (YGBM) and 140 young transgender women.  (See Table 1. Descriptive characteristics of  young 
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gay, bisexual, cisgender men and transgender women who have sex with men (YGBM/TGW, study 
sample).The study sample was limited to youth ages 13‐29, HIV negative cisgender men and 
transgender women who have engaged in sexual activity with men and who received services at 
BOOM!Health during 2014-2016. All cisgender women and all men over the age of 29 and all young men 
between the ages of 13-29 who do not identify as gay or bisexual, HIV positive or who have not engaged 
in sexual behaviors with other men were excluded from this study.  During this three-year period (2014-
2016), BOOM!Health served over 2198 high risk YGBM cisgender men and transgender women aged 13-
29 years, and who were HIV negative or unknown and engaged in various prevention and 
linkage/navigation services. The data includes information about participation in HIV prevention 
interventions, HIV testing practices and risk behaviors over a three-year period. BOOM!Health utilized a 
grant award from SAMHSA, the CDC, as well as funding from New York State AIDS Institute to engage 
YGBM of color to promote HIV and substance abuse prevention messaging in various social media 
settings to raise awareness on young gay men and transgender health issues. These services included 
HIV prevention services (HIV testing and/or participation in an HIV prevention intervention), outreach, 
event participation, access to legal services, housing assistance, case management or harm reduction 
services (if the client was 18 and older). AIRS paper forms collected data that included client 
demographics; housing and poverty status; insurance history; HIV status, testing and risk behavior 
history; Intervention participation; and substance use history. 
Data Analysis 
 
Data were extracted from AIRS and downloaded into IBM SPSS Statistics 25 for secondary data 
analysis. The data set describes intervention participation, HIV Status, HIV Testing, Risk behavior History 
for the study sample. Significant differences between clients who participated in HIV prevention services 
and clients who did not participate in HIV prevention services at BOOM!Health during this three-year 
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period were assessed using bivariate analyses to generate χ2  statistics, t-tests  and associated 
probabilities. The outcome variable of interest was utilization of HIV prevention services (which included 
either having at least one HIV test and/or participation in at least one HIV prevention intervention 
(group level or individual level) in 2014-2016).  Covariates included: sex with men, sex with females, sex 
with transgender females, sex with men for drugs, sex with men who had unknown HIV status, sex with 
anonymous male partners, sex with men while high on drugs or intoxicated, recent sexually transmitted 
disease (STD), engaging in sex work and previous incarceration.   Variables with significant chi-square 
results at p < .05 were included in a binary logistic regression model, including: sex with females, sex 
with men for drugs , sex with anonymous male partners, sex with men while high on drugs or 
intoxicated, recent sexually transmitted disease (STD), as well as housing and history of incarceration, to 
investigate a possible relationship between these variables and the outcome variable, HIV prevention 
service utilization. The exposure was compared between client groups who utilized HIV prevention 
services in 2014-2016 and those who did not receive services during this period. The variable “sex with 
males” was removed from the regression model because it was acting as a constant. 
Results 
 
 The sample included a total of 2,198 clients, 2,058 cisgender men who identify as gay, bisexual 
or MSM (YGBM) and 140 young transgender women. This includes 891 clients who participated in HIV 
prevention services (HIV testing and/or participation in at least one HIV prevention intervention (group 
level or individual level) and 1307 clients who did not participate in HIV prevention services at 
BOOM!Health between 2014-2016, but may have received outreach, attended a community event or 
accessed legal services, case management or harm reduction services. Table 1 provides demographic 
information on the users and nonusers of HIV prevention services and the intensity of the services. 
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As reflected in Table 1, there were demographic differences between clients who participated and did 
not participate in HIV prevention services.  
 Age: there was a significant difference in age of clients who participated in HIV prevention 
services versus those who did not (23 years old vs. 25 years old respectively).  
 Race: the race/ethnicity composition for both groups did not significantly differ, many clients in 
both groups were Black or Latino/Latinx reflecting the Bronx community served by BOOM!Health.  
 Housing Situation:  there was a significant difference in housing status, 50% of clients who 
participated in HIV prevention services were homeless, unstably housed (i.e couch-surfing) or in 
temporary housing, compared to 28% of clients in the group who did not access prevention services (2 
=110.86, p < 0.001).  In summary, clients who utilized HIV prevention services were significantly more 
likely to be younger and experiencing an unstable housing situation.  
HIV service utilization-level of intensity  
 
For the purpose of this study, the utilization of HIV prevention services is defined as accessing 
either HIV testing or participating in at least one HIV prevention intervention (group level or individual 
level. Frequency of HIV testing and intervention participation was assessed, as well as service sequence 
for participants who engaged in both services.  
HIV testing: Within the group of clients who participated in HIV prevention services, 91.8% (n = 727) had 
at least one HIV test, 5% (n = 42) had two HIV tests and 2.9% (n = 23) had three or more HIV tests during 
this three-year period. 
 Interventions: Among the clients who participated in HIV prevention interventions (group level and/or 
individual level),  59.7% (n = 194) completed only one intervention, 6.5% (n = 21) completed two 
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interventions, and 2.4% (n = 8) completed three interventions. Close to one third of the sample,  31.4% 
of participants (n = 102) completed four or more interventions during this three-year period.  
HIV Testing + Interventions: Among clients who participated in both HIV testing and HIV prevention 
interventions (n = 226), 79.2% (n = 179) received HIV testing and participated in a prevention 
intervention on the same day. In total, 16.4% (n = 37) of clients received HIV testing first and 
participated in an intervention on a later date, and only 4.4% of clients participated in an intervention 
first and were tested another day. 
As described in Table 2, cross tabulations and chi-square tests were performed to review the differences 
in variables representing sexual risk history among the two groups. (See Table 2. Sexual health risk 
factors of young gay, bisexual, cisgender men and transgender women who have sex with men 
(YGBM/TGW)).  In comparing the two groups, those who received prevention services were more likely 
to report having engaged in sexual activities that put them at risk for HIV.  
Those who engaged in HIV prevention services were significantly more like than those who did not to 
have engaged in a range of behaviors that would put them at risk for HIV. Over the last 12 months, these 
behaviors included:   
• sex with females,  
• sex with anonymous male partners, 
• sex with men while high on drugs or intoxicated,  
• recent STD and 
Those who engaged in HIV prevention services did not significantly differ from those who did 
not, participating in the following behaviors in the past 12 months including: whether they had sex with 
transgender females, having sex with men for drugs, sex with men with unknown HIV status, and 
previous sex work. Social factors that impact the health of participants in this sample include housing 
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status and previous incarceration. (See Table 3. Social Factors of young gay, bisexual, cisgender men 
and transgender women who have sex with men (YGBM/TGW)). 
Variables that were significant in bivariate analyses were included in a binary logistic regression 
model: sex with females, sex with anonymous male partners, sex with men while high on drugs or 
intoxicated, recent sexually transmitted disease (STD), as well as housing and history of incarceration, to 
investigate a possible relationship between these variables and the outcome variable, HIV prevention 
service utilization (using the framework of Gelberg’s Behavioral model for vulnerable populations to 
identify traditional and vulnerable domains). The results of the logistic regression analysis are in Table 4, 
and show that an association exists between previous incarceration, homelessness, and accessing HIV 
prevention services.  
Incarceration History: Clients who have been previously incarcerated were significantly more likely to 
access HIV prevention services (AOR = 2.06; 95% CI 1.37-3.09).  
Housing Situation: Housing had a negative association with the utilization of HIV prevention services 
(AOR= 0.40; 95% CI 0.33-0.48).  
Sexual Health Risk Factors: the following sexual health risk factors were associated with 
accessing HIV prevention services in this study, such as previous sexually transmitted infection, 
anonymous sex with men, and sex with cisgender women. Clients who had a recent STD were more 
likely to engage in HIV prevention services (AOR = 1.97; 95% CI 1.07-3.64). Clients who had a were 
anonymous sex with men, more likely to engage in HIV prevention services (AOR = 1.52; 95% CI 1.18-
1.97). Clients who had sex with cisgender women (in addition to having sex with males as part of the 
study inclusion criteria) were four times more likely to participate in HIV prevention services (AOR=4.05; 
95% CI 3.26-5.22). See Table 4. Logistic Regression results for HIV Service Utilization among of young 
gay, bisexual, men who have sex with men (YGBM)  
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Table 5 explores the influence of health insurance on the use of HIV prevention services. When 
adding lack of health insurance to the regression model as an enabling factor, as part of the traditional 
domain of the Behavioral model for vulnerable populations, it has a negative impact on HIV prevention 
service utilization.  In this model, the impact of previous incarceration on HIV prevention service 
utilization remained significant.  In addition, several of the variables related to sexual risk factors, such 
as recent sexually transmitted disease and have sex with men while high on drugs or intoxicated on 
alcohol were no longer significantly associated with HIV prevention service utilization when lack of 
health insurance is added to the model.   
See Table 5. Logistic Regression results for HIV Service Utilization among of young gay, bisexual, men 
who have sex with men (YGBM)-Uninsured  
Discussion 
 
This study examined factors related to HIV prevention service participation, and HIV testing 
among young gay, bisexual, cisgender men and transgender women who have sex with men 
(YGBM/TGW) in the Bronx, NY. HIV prevention service utilization data were analyzed to identify factors, 
under traditional/vulnerable domains of Gelberg’s Behavioral model for vulnerable populations, that 
might impact HIV prevention intervention participation and HIV testing practices. More clients received 
HIV testing than participated in HIV prevention interventions. However, we learned that clients were 
more likely to receive an HIV testing and participate in a prevention intervention on the same day of 
visiting an HIV service agency. This aligns with the mission of the organization to ensure that participants 
do not only get tested but learn how to prevent HIV transmission, engage in health education, and  
receive support from peers and staff. Also, many clients participated in at least one intervention or 
completed four or more interventions during this three-year period. The results of the binary logistic 
regression analysis showed that a positive association existed between previous incarceration and 
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accessing HIV prevention services. There are gaps in the literature, where only limited or no data were 
available for testing after release from corrections (and the potential for identifying new positives in the 
recently released population).18  One study described a collaborative project between a jail and medical 
center, where rapid HIV testing was offered at the time of release to 507 jail inmates over a 7 week 
period of 2013, where three hundred and two (60 %) inmates elected testing.19 And sexual health risk 
factors such as previous sexually transmitted infections, anonymous sex with men, and sex with 
cisgender women were positively associated with accessing HIV prevention services in this study.  
There was a negative association between a housing and HIV prevention service utilization. 
Previous research has other studies have found that homeless LGBT youth are less likely to use services, 
because they may be worried about stigmatization from staff members or about unfair treatment based 
on their sexual orientation.1 Also, when lack of health insurance/uninsured was added to the regression 
model as a traditional enabling factor (see Table 4), the Behavioral model for vulnerable populations, it 
had an association with HIV prevention service utilization.  Health insurance is not a requirement of HIV 
prevention service utilization. Since HIV testing and prevention interventions were grant funded and 
offered for free to the community, this was an opportunity for the uninsured to have access to health 
care. When HIV testing and prevention interventions were offered, there was usually an incentive (a gift 
card, metro card and/or food) that was provided to participants, which can be particularly helpful for 
homeless youth. Besides, HIV education and learning HIV status, incentives were considered to be 
motivational tools for recruiting participants for HIV prevention services. There should be future studies 
to explore the  barriers of homelessness and not having health insurance on HIV prevention service 
utilization.    Health insurance is not a requirement of HIV prevention service utilization, since HIV 
testing is grant funded and offered for free to the community. But, there could be potential reductions 
in HIV prevention funding, due to the COVID-19 pandemic, that can limit access to free HIV testing 
without insurance.  
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  Historically, HIV/STD prevention interventions have focused on health behavior changes at the 
individual level. HIV prevention interventions focusing on behavioral change have been used with the 
aim of reducing risk for HIV by delaying sexual debut, promoting condom use, and/or reducing 
concurrency, partner change, or substance use.20   Numerous behavioral interventions have been 
evaluated; however, few have HIV endpoints and those that have, have not shown a reduction in HIV 
incidence.20,21   In a systematic review of HIV prevention behavioral interventions targeting MSM, 
researchers found there was strong and consistent evidence for group- and community-level 
interventions being associated with reductions in unprotected anal intercourse and increases in condom 
use amongst MSM, but inconsistent evidence for the effectiveness of individual-level interventions.22 
There is also an acknowledgement by researchers that HIV prevention interventions developed for 
adolescents/young adults in the U.S. are not targeting those at highest risk of infection. In an editorial 
review examining primary HIV prevention interventions published in peer-reviewed journals between 
1991 and 2010 in order to explore the differential focus  on  heterosexual  versus  gay/bisexual male 
adolescents/young adults, 92 articles were reviewed and only 5 (5.44 %) included interventions that 
addressed  gay/bisexual sexual orientation or same-gender sexual activity.23  
Individual-level interventions do not take environmental conditions and cultural norms that 
influence health behaviors. However, a socioecological approach involves examining individual’s 
behavior within the context of their social and physical environment, inclusive of familial, relational, 
peer and societal influences. In a commentary, Gary Harper discusses the need for programs targeting 
young gay men to address cultural and contextual factors that influence sexual risk and protective 
behaviors need to be developed, implemented, and rigorously evaluated.24  These interventions should 
address the potential influences of sexual and gay culture on the HIV risk/protective behaviors of gay 
and bisexual adolescents, as well as the influence of more traditional cultural factors related to ethnicity 





The data analyzed were self‐reported, therefore there may be measurement error due to recall 
bias, misunderstanding of the questions or social desirability bias, especially related to HIV risk 
behaviors. There was also missing data related to condom use, that was not collected or reported in the 
data. These data only provide a three-year glance (2014-2016) and may not offer a long-term view of 
the HIV prevention services landscape, particularly with the expanded uptake on HIV pre-exposure 
prophylaxis.  The AIRS data were limited to one specific agency (BOOM!Health) providing services in the 
Bronx. There was also incomplete data related to variability in form completion. Since staff completed 
intake assessment interviews and subsequently completed forms, HIV/AIDS risk behaviors were 
documented depending on the level of comfort of the client disclosing this information and the 
expertise of staff obtaining this information. Staff who were more experienced in completing these 
interviews, had better quality documentation and completed forms with more thorough information. In 
addition, there was very little staff training on form completion and the importance of data collection. 
Field staff in the prevention department were trained on outreach strategies and how to conduct HIV 
counseling and rapid testing, not on the importance of form completion. Furthermore, at the time of 
data collection, participants who identified as transgender women were encouraged to attend HIV 
prevention interventions with YGBM due to limited behavioral interventions targeting this group and 
they were sometimes mis-identified as MSM in the AIRS data collection.   
Conclusion 
 
The purpose of this analysis was to explore factors related to HIV prevention intervention 
participation, and HIV testing among young gay, bisexual, cisgender men and transgender women who 
have sex with men (YGBM/TGW) who received services at BOOM!Health in the Bronx. There should be 
future studies to analyze data from other HIV service providers that work with this population. Staff 
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training in eliciting this information and there should be further emphasis on the importance of 
completing data forms accurately. More clients received HIV testing than participated in HIV prevention 
interventions, and clients were more likely to receive an HIV testing and participate in a prevention 
intervention on the same day of visiting this HIV service agency. There should be further analysis on the 
impact of offering HIV testing and short intensive HIV prevention interventions in one service visit. Also, 
many clients participated in at least one intervention or completed four or more interventions during 
this three-year period. There should also be qualitative analysis, focus groups with clients who 
completed four or more interventions, to determine their motivation for participation. Finally, future 
studies should examine the impact of housing and not having health insurance on HIV prevention 
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Figure 2: Adapted Conceptual Framework-Operationalized (Based on Gelberg’s Behavioral model for vulnerable populations) 
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Table 1. Descriptive characteristics of  young gay, bisexual, cisgender men and transgender women who have sex with men (YGBM/TGW, 
study sample) (Total N = 2198) 
 
YGBM/TGW who 
participated in HIV 
prevention services 
between 2014-2016 (n = 
891) 
YGBM/TGW who did 
NOT Participate in 
HIV Prevention 
Services in 2014-2016 
(n = 1307) 
2 or t-test p-value 
Characteristics  M ± SD or n (%) M ± SD or n (%)   
Age  23 ± 3.5 25 ± 2.7 t1586.677=14.219 < 0.001 
Race/Ethnicity      
Black 426 (47.8) 625(47.8)   
Latino 408 (45.8) 635 (48.6)   
White 46 (5.2) 17 (1.3)   
Other 11 (1.2) 30 (2.3)   
Gender Identity     
    Males 829 (93) 1229 (94) 
 =  0.351 
   Transgender Females 62 (7) 78 (6)   
Number of clients who had a HIV Test, valid n = 
792   
   
One 727 (91.8) -   
Two 42 (5.3) -   
Three or more 23 (2.9) -   
Number of clients who attended HIV Prevention 
Interventions, valid n = 325   
   
One 194 (59.7) -   
Two 21 (6.5) -   
Three  8 (2.4) -   
Four or more 102 (31.4) -   
Number of clients who participated in both HIV 
testing and HIV Prevention Interventions, valid n 
= 226  
   
112 
 
Participated in HIV Prevention Intervention First, HIV 
testing on later date 10 (4.4) 
-   
Participated in HIV Testing First, received 
intervention on a later date 37 (16.4) 
-   
Participated in HIV Testing and Intervention on the 
Same Day 179 (79.2) 




















Table 2. Sexual health risk factors of young gay, bisexual, cisgender men and transgender women who have sex with men 
(YGBM/TGW) (Total N=2198) 
 
YGBM/TGW who 
participated in HIV 
prevention services 
between 2014-2016 (n=891) 
YGBM/TGW who did 
NOT Participate in HIV 
Prevention Services in 
2014-2016 (n=1307) 
 p-value 
Characteristics  n (%) n (%)   
MSM (grouped in AIRS)-Constant 891 (100) 1307 (100) N/A  
     
Sex with Males 891 (100) 1191 (91.1) 83.48 < 0.001** 
Sex with Females 326 (36.6) 152 (11.6) 193.936 < 0.001** 
Sex with Transgender Females 31 (3.5) 29 (2.2) 3.170 .075 
     
Sex with Men for Drugs 48 (5.4) 72 (5.5) 0.015 .902 
     
Sex with Men while High on Drugs or 
Intoxicated on Alcohol 381 (42.8) 416 (31.8) 
27.397 < 0.001** 
     
Sex with Men (Unknown HIV Status) 546 (61.3) 773 (59.1) 1.008 .315 
     
Sex with Anonymous Male Partners 207 (23.2) 172 (13.2) 37.668 < 0.001** 
     
Recent Sexually Transmitted Diseases (STDs) 38 (4.3) 18 (1.4) 17.794 < 0.001** 
     
Sex Work 38 (4.3) 51 (3.9) 0.179 .672 
     
*p-value < 0.05 









participated in HIV 
prevention services 
between 2014-2016 (n = 
891) 
YGBM/TGW who did 
NOT Participate in HIV 
Prevention Services in 
2014-2016 (n = 1307) 
2  p-value 
Characteristics  n (%) n (%)   
     
Previous Incarceration  101 (11.3)  
42 (3.2)  = 57.461
  
< 0.001** 
     
Housing Status      
Homeless or Temporary Housing 447 (50.2) 367 (28.1) 
 = 110.857 < 0.001** 
Permanent Housing  444 (49.8) 940 (71.9)   
 




Table 4: Logistic Regression results for HIV Service Utilization among of young gay, bisexual, 
men who have sex with men (YGBM) 
Total N=2198 
  
95% C.I.for EXP(B) 
Variables Adjusted Odds Ratio  p-value Lower Upper 
     
PREDISPOSING 
    
Vulnerable Domain 
    
Housing 0.397 .000** 0.328 0.480 
History of Incarceration 2.062 .000** 1.374 3.094      
NEED 
    
Traditional/Vulnerable Domains 
    
Recent Sexually Transmitted Diseases 
(STD) 
1.97 .031 1.065 3.643 
Sex with Females 4.051 .000** 3.217 5.101 
Sex with Anonymous Male Partners 1.475 .002* 1.147 1.897 
Sex with Men while High on Drugs or 
Intoxicated on Alcohol 
1.107 .322 0.905 1.353 
*p-value < 0.05 
















Table 5. Logistic Regression results for HIV Service Utilization among of young gay, bisexual, 
men who have sex with men (YGBM)-Uninsured 
Total N=2198 
  
95% C.I.for EXP(B) 
Variables Adjusted Odds Ratio  p-value Lower Upper 
     
PREDISPOSING 
    
Vulnerable Domain 
    
Homeless or Unstably Housed 0.39 .000** 0.32 0.48 
History of Incarceration 1.79 .006 1.19 2.7      
ENABLING 
    
Traditional Domain  
    
Uninsured/Lack of Health Insurance 0.096 .000** 0.773 1.172      
NEED 
    
Traditional/Vulnerable Domains 
    
Recent Sexually Transmitted Diseases 
(STD) 
2.16 .210 1.121 4.176 
Sex with Females 3.48 .000** 2.744 4.423 
Sex with Anonymous Male Partners 1.466 .006 1.114 1.878 
Sex with Men while High on Drugs or 
Intoxicated on Alcohol 
0.95 .640 0.773 1.172 
*p-value < 0.05 












































Overall Goal of the Dissertation 
 
 
This dissertation is an examination of HIV risk, testing and participation in HIV prevention 
interventions incorporating both the perspectives of the HIV prevention program participants and staff 
providing services. A mixed methods approach was used for this dissertation to study the concept of 
“intervention fatigue” and explore factors related on HIV prevention intervention participation, HIV 
testing and sexual risk behaviors among YGBM ages 13-29 in the Bronx. The age range for study 
participants was chosen to compliment CDC HIV prevention programs that specifically define “young” 
and “youth” as individuals between the ages of 13 and 29 years.1 
Summary of findings 
Chapter 2 
 
Chapter 2 presented an in-depth view of the provision of HIV prevention services to YGBM from 
the point of view of the front-line workers at BOOM!Health.  I conducted in-depth interviews with staff 
from the Prevention department at BOOM!Health to incorporate their feedback on recommendations 
for best practices in providing HIV prevention services to this community.  Most staff were field level 
who provided direct services to YGBM. Staff member roles included: HIV testers, HIV prevention 
intervention facilitators, a linkage navigator, a behavioral health coach and the director of prevention 
(the only managerial staff member) at BOOM!Health. The goal of conducting in-depth interviews to gain 
insight to address some of the challenges of engaging YGBM in HIV prevention interventions, by 
engaging community experts who do this work on a daily basis, field level staff, to provide an “on the 
ground” practice-oriented view of delivering HIV prevention programming for this target population. 
Eight themes emerged through in-depth interviews with BOOM!Health staff, that were identified as 
either facilitators and/or barriers to YGBMSM accessing HIV prevention services or services that this 
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community direly need to reduce HIV risk: (1) basic needs, (2) incentives, (3) staff reflects the 
community (LGBT/People of Color),  (4) need for peer health educators, (5) recruitment utilizing sub 
communities such as the house ball community, (6) packaging messages, (7) homophobia, and (8) HIV 
stigma.  
Basic needs such as access to food, clothing and housing are important and should be addressed 
during HIV testing and intervention participation. BOOM!Health as well as other HIV service providers 
must address the basic needs of the YGBM population in order to address HIV risk.  Incentives for HIV 
prevention services (either for HIV testing or HIV prevention interventions), could be both a facilitator to 
participation but also act as a barrier. Given the extreme poverty that persists in the Bronx, incentives 
are assistance to “get by” but if an organization cannot provide incentives then it is difficult to recruit 
participants to access HIV prevention services. 
In addition, the staff who engage this population should be representative of the community. An 
overwhelming majority of HIV service clients are Black or Latinx and it is important to have staff who 
reflect this community or have a deep understanding of cultural values. The HIV prevention department 
at the agency was composed of members of the LGBT community, and often looked to employ former 
peer educators who attended the requisite HIV prevention interventions and who displayed a 
commitment to recruit their peers for HIV testing and other services.  HIV service organizations that 
employ staff members from the LGBT community exhibit an investment in the community and promotes 
a supportive climate for LGBTQ youth.2 
One finding addressed the need and underutilization of peer health educators. Staff stated 
peers were not being utilized effectively in this agency’s HIV prevention program. Peer health education 
is “the teaching or sharing health information, values and behaviors by members of similar age, or status 
groups”.3  Research has shown that youth peer educators can play a critical role in educating their peers 
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about sexual health, since studies indicate that young people frequently turn to their peers for 
information and advice.3   
Another finding mentioned by staff is the strategy of recruitment utilizing sub communities such 
as the “house ball community”. The roots of the House and Ball communities originate in Harlem in the 
1920s.  Although Balls originated as a safe space for “female impersonators” to compete amongst one 
another in New York, this phenomenon has become more inclusive of people of different sexual and 
gender identities.4 A “house” is a collective of people, frequently gay or transgender Black and Latino 
youth, who share a communal lifestyle. A “ball” is a social event in which houses and individuals engage 
in dance and performance competitions. The network of individuals who are members of houses or who 
are socially connected to house members is referred to in this study as the house ball community.5 
There has been an emphasis on recruiting members of the house/ball community for HIV testing and 
participation in HIV prevention interventions as a house by asking all of the house members/children to 
participate to receive an incentive for the house. An HIV service organization can even provide one of 
the prizes for a ball or entrance to a ball as an incentive for HIV testing.   
 Another theme discussed by staff members suggests that intervention facilitators should not 
just employ didactic techniques to implement these interventions but employ an exchange of 
information with the participants and act as a clearing house for information. HIV prevention 
interventions targeting youth, should be participant driven. And the final themes provided by staff were 
the persistence of homophobia, and HIV stigma faced by this community. There continues to be a 
struggle with the societal homophobia and stigma when accessing much needed HIV prevention 





 Chapter 3 discussed the lack of evidenced based HIV Prevention Interventions designed for 
YGBM and intervention fatigue.  There are multiple facets of HIV/AIDS fatigue and HIV prevention 
fatigue, but it occurs when prevention messages are so common that they become tiresome background 
noise and are subsequently ignored.6 The CDC diffusion of effective behavioral interventions (DEBIs) 
project with best evidence for HIV risk-reduction but only twenty-one out of the fifty-nine risk reduction 
behavioral evidence-based interventions (EBIs) endorsed by the CDC target YGBM, the population most 
at risk for HIV.7  
 A total of twenty-three (23) cisgender YGBM, one (1) transgender woman and (1) gender non-
binary individual between the ages of 17-29 years old participated in a total of five focus groups 
exploring HIV risk, testing and participation in HIV prevention interventions. I recruited participants 
during participation in HIV prevention programs (either during HIV testing or intervention participation) 
at BOOM!Health. Focus groups were scheduled after HIV prevention intervention sessions and took 
place at the BOOM!Health Wellness Center in the Melrose section of the South Bronx.  
Focus group participants described current life circumstances during focus group sessions, 
including homelessness, incarceration and the impact of previous involvement in foster care and 
unsupportive families. Other issues that were mentioned included food insecurity and the need for 
employment programs that include job placement. Over 85% of the focus group participants stated they 
were either currently homeless or have previously experienced homelessness (which included staying at 
a homeless shelter or ‘couch surfing’). Additionally, quite a few of the participants discussed previous 
incarceration, both within the juvenile detention system as well as the criminal justice system (such as 
time spent in jail on Rikers Island). Participants also expressed a need for access to education programs, 
such as high school equivalency preparation programs (most of these young people did not graduate 
from high school). Also, they mentioned need for access to employment as the majority of the 
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participants were actually present at the HIV service agency hoping to obtain linkage to employment or 
training to become a peer health educator. 
 When discussing accessing HIV prevention services, many participants stated they were tested 
for HIV frequently, between 3-6 times a year.  The participants made their preference for locally 
adapted interventions very clear which provide up to date HIV prevention information, include modules 
on PrEP and PEP, and also utilize social marketing tools that emphasize intervention participants 
creating and posting unique prevention messaging on social media for their friends and peers. Most 
participants stated there was a lack of gay sex/anal sexual health education outside of HIV prevention 
interventions offered by community-based organizations. None of the participants mentioned whether 
their sex education included things like consent, relationships, or information on sexuality or sexual 
orientation. Their experience regarding sex education was more negative and medicalized. When focus 
group participants were asked if intervention participation influenced condom use, there was a mixed 
response. Some participants said yes they used condoms most of the time as a result of participating in 
HIV prevention interventions, but most respondents said no they did not use condoms. Intervention 
participation has increased PrEP awareness among YGBM, but there were varying opinions about the 
use of PrEP (some participants were willing to try it while others were afraid of side effects).   
Participants were asked about other issues impacting health and access to HIV prevention 
services and three themes that were discussed across the focus groups included homophobia/stigma, 
incentives and the need for mental health services.  Homophobia and HIV stigma remained a consistent 
barrier to accessing HIV prevention services. Majority of participants mentioned the use of incentives for 
participation and stated incentives should be used for recruitment and as a way to value people’s time. 
In addition, participants also revealed that there is a dire need for mental health services in this 
community. These men disclosed trauma they have experienced by disclosing their sexual orientation to 
their families, in the systems they have been involved with (such as juvenile detention) and in the 
123 
 
communities where they live. There is a dire need for trauma-informed HIV prevention services for this 
population. 
The aim of this chapter was to explore to factors related to “intervention fatigue” among YGBM 
participating in HIV prevention services in the Bronx. We found that these men did not experience 
fatigue participating in interventions per say, but they do prefer innovative approaches and locally 
developed, or adaptations of evidence-based interventions as opposed to CDC DEBIs. BOOM!Health 
Prevention Health Educators have developed prevention interventions such as CODE RED (Community 
Organizing Development & Education to Reduce and Eliminate Disease) a four-session group level 
intervention focusing on intense skills building and collective creativity to impart HIV prevention 
education. A community project must be completed at the end of the intervention acknowledging the 
importance of youth involvement in packaging messages an essential component in delivering effective 
HIV prevention messaging to this community. 
Chapter 4 
 
 The fourth chapter of this dissertation explored factors related to HIV prevention intervention 
participation, and HIV testing among young gay, bisexual, cisgender men and transgender women who 
have sex with men (YGBM/TGW) who received services at BOOM!Health in the Bronx between 2014-
2016. Quantitative data analysis was performed using HIV prevention service utilization data to identify 
factors, under traditional/vulnerable domains, that might impact HIV prevention intervention 
participation. The conceptual framework for this project was operationalized using Gelberg’s update of 
the Andersen’s Model for Healthcare utilization to create the Behavioral model for vulnerable 
populations, in identifying factors under traditional and vulnerable domains .8,9 The aim of this study was 
to explore predictors of HIV prevention intervention participation, HIV testing and outcomes among 
YGBM of color. Additional sub aims included: use of New York State AIDS Institute Reporting System 
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(AIRS) data to identify factors, under traditional/vulnerable domains, that might impact HIV prevention 
intervention participation and completion; and to explore the effect of intervention participation on HIV 
testing practices among YGBM. For the purpose of this study, pre-disposing vulnerable domains were 
operationalized by the following variables: housing, history of incarceration; traditional enabling domain 
was operationalized as health insurance; and traditional vulnerable domains variables included recent 
sexually transmitted disease (STD), sex with females, sex with anonymous male partners and sex with 
men while high on drugs or intoxicated on alcohol.  
 The sample included a total of 2,198 clients, 2,058 cisgender men who identify as gay, bisexual 
or MSM (YGBM) and 140 young transgender women aged 13-29.  The study sample was limited to youth 
ages 13‐29, cisgender men and transgender women who have engaged in sexual activity with men and 
who received services at BOOM!Health during 2014-2016. Data were extracted and downloaded into 
IBM SPSS Statistics 25 for secondary data analysis. The data included information about participation in 
HIV prevention interventions, HIV testing practices and risk behaviors over a three-year period. The 
outcome variable of interest was HIV prevention services (which included either having at least one HIV 
test and/or participation in at least one HIV prevention intervention (group level or individual level) in 
2014-2016). Covariates included: sex with men, sex with females, sex with transgender females, sex with 
men for drugs, sex with men who had unknown HIV status, sex with anonymous male partners, sex with 
men while high on drugs or intoxicated, recent sexually transmitted disease (STD), engaging in sex work 
and previous incarceration.    
 Significant differences between clients who participated in HIV prevention services and clients 
who did not participate in HIV prevention services at BOOM!Health during this three-year period were 
assessed using bivariate analyses to generate χ2  statistics, t-tests and associated probabilities. Variables 
with significant chi-square results at p < 0.05 were included in a binary logistic regression model, 
including: sex with females, sex with men for drugs , sex with anonymous male partners, sex with men 
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while high on drugs or intoxicated, recent sexually transmitted disease (STD), as well as housing and 
history of incarceration, to investigate a possible relationship between these variables and the outcome 
variable, HIV prevention service utilization. The exposure was compared between client groups who 
utilized HIV prevention services in 2014-2016 and those who did not receive services during this period. 
The sample included a total of 2,198 clients, 2,058 cisgender men who identify as gay, bisexual 
or MSM (YGBM) and 140 young transgender women. This included 891 clients who participated in HIV 
prevention services (HIV testing and/or participation in at least one HIV prevention intervention (group 
level or individual level) and 1307 clients who did not participate in HIV prevention services at 
BOOM!Health between 2014-2016, but may have received outreach, attended a community event or 
accessed legal services, case management or harm reduction services. There was a difference in age of 
clients who participated in HIV prevention services versus those who did not (23 years old vs. 25 years 
old). The race/ethnicity composition for both groups did not significantly differ, many clients in both 
groups were Black or Latinx.  However, there was a significant difference in housing status, 50% of 
clients who participated in HIV prevention services were homeless, unstably housed (i.e couch-surfing) 
or in temporary housing, compared to 28% of clients in the group who did not access prevention 
services ( χ 2 =110.86, p < 0.001).  In comparing the two groups, those who received prevention services 
were more likely to report having engaged in sexual activities that put them at risk for HIV. Those who 
engaged in HIV prevention services were significantly more like than those who did not to have engaged 
in a range of behaviors that would put them at risk for HIV. 
Variables that were significant in bivariate analyses were included in a binary logistic regression 
model: sex with females, sex with anonymous male partners, sex with men while high on drugs or 
intoxicated, recent sexually transmitted disease (STD), as well as housing and history of incarceration, to 
investigate a possible relationship between these variables and the outcome variable, HIV prevention 
service utilization (using the framework of Gelberg’s Behavioral model for vulnerable populations to 
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identify traditional and vulnerable domains). The results of the logistic regression analysis show that an 
association exists between previous incarceration, housing, and accessing HIV prevention services. 
Clients who have been previously incarcerated were significantly more likely to access HIV prevention 
services (AOR = 2.06; 95% CI 1.37-3.09). Housing had a negative association with HIV prevention service 
utilization (AOR= 0.40; 95% CI 0.33-0.48). Additionally, the following sexual health risk factors were 
positively associated with accessing HIV prevention services in this study, such as previous sexually 
transmitted infection, anonymous sex with men, and sex with cisgender women. Clients who had a 
recent STD were more likely to engage in HIV prevention services (AOR = 1.97; 95% CI 1.07-3.64). Clients 
who had a were anonymous sex with men, more likely to engage in HIV prevention services (AOR = 1.52; 
95% CI 1.18-1.97). Clients who had sex with cisgender women (in addition to having sex with males as 
part of the study inclusion criteria) were four times more likely to participate in HIV prevention services 
(AOR=4.05; 95% CI 3.26-5.22). When adding lack of health insurance to the regression model as an 
enabling factor (see Table 4), as part of the traditional domain of the Behavioral model for vulnerable 
populations, it a negative association on HIV prevention service utilization.  In this model, the impact of 
previous incarceration on HIV prevention service utilization remained significant. In addition, several of 
the variables related to sexual risk factors, such as recent sexually transmitted disease and have sex with 
men while high on drugs or intoxicated on alcohol were no longer significantly associated with HIV 
prevention service utilization when lack of health insurance is added to the model.    
Limitations 
 
 Chapters 2 and 3 utilized qualitative research methods to inform the dissertation study, in-depth 
interviews and focus groups, respectively.  However, each qualitative methodology has its own 
limitations. Qualitative approaches are frequently criticized for being subjective and subject to the 
researcher’s own biases. These issues are often dealt with through a series of researcher quality and 
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inter-rater validity checks. What cannot be disputed is the time-consuming nature of these approaches 
reducing effective timely input into the design process. Interviews can be a time-intensive evaluation 
activity because of the time it takes to conduct interviews, transcribe them, and analyze the results.  To 
provide the most detailed and rich data from an interviewee, the interviewer must be trained to make 
that person comfortable and appear interested in what they are saying. They must also be sure to use 
effective interview techniques, such as avoiding yes/no and leading questions, using appropriate body 
language, and keeping their personal opinions in check.10  In Depth Interviews are prone to bias: 
Because program or clinic staff might want to “prove” that a program is working, their interview 
responses might be biased. Responses from staff and program participants could also be biased due to 
their stake in the program or for a number of other reasons.10 In addition if participants are asked about 
behaviors over a length of time there may be recall bias.  
However, our results in Chapter 2 should be understood in light of their limitations which 
include a very small (only five participants) non-generalizable sample. In-depth interviews lack 
generalizability. Generalizations about the results are usually not able to be made because small 
samples are chosen and random sampling methods are not used.  Alternatively, the researcher wanted 
to have an honest and frank discussion with experts delivering HIV prevention services to this extremely 
marginalized population, YGBM in the Bronx, which is a resource poor environment. There may have 
been response bias given the previous work relationship with the staff as the former director of 
prevention (which ended in 2016). However, it has been three years since the end of my tenure with a 
lot of changes program leadership.  
In Chapter 3, there may have been response bias given the location of the focus groups (at the 
BOOM!Health Wellness Center) and the focus group participants involvement with the agency as clients. 
The limitation of a focus group versus an in-depth interview include they can be hard to control and 
manage, some participants may find a focus group situation intimidating or off-putting; or participants 
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may feel under pressure to agree with the dominant view. However, the researcher was able to engage 
a large number of hard to reach participants in a friendly familiar environment in a focus group 
discussion.  Despite these limitations, this study offers lessons learned in providing HIV prevention 
services to YGBM. 
The quantitative data analyzed in chapter 4 were self‐reported, therefore there may be 
measurement error due to recall bias, misunderstanding of the questions or social desirability bias, 
especially related to HIV risk behaviors. There was also missing data related to condom use, that was not 
collected or reported for some reason. These data only provide a three-year glance (2014-2016) and 
may not offer a long-term view of the HIV prevention services landscape, particularly with the expanded 
uptake on HIV pre-exposure prophalyxis (PrEP).  The AIRS data were limited to one specific agency 
(BOOM!Health) providing services in the Bronx. There was also incomplete data related to variability in 
form completion. Since staff completed intake assessment interviews and subsequently completed 
forms, HIV/AIDS risk behaviors were documented depending on the level of comfort of the client 
disclosing this information and the expertise of staff obtaining this information. Staff who were more 
experienced in completing these interviews, had better quality documentation and completed forms 
with more thorough information. In addition, there was very little staff training on form completion and 
the importance of data collection. Field staff in the prevention department were trained on outreach 
strategies and how to conduct HIV counseling and rapid testing, not on the importance of form 
completion. Staff should be educated on the importance of form completion and data collection can be 
used to inform practice and enhance the delivery of prevention services. Furthermore, at the time of 
data collection, participants who identified as transgender women were encouraged to attend HIV 
prevention interventions with YGBM due to limited behavioral interventions targeting this group and 
they were sometimes mis-identified as MSM in the AIRS data collection.   
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Strengths and Public Health Significance 
 
In-depth interviews and focus groups can provide a flexible and participatory method that 
contextualizes participants perceptions and experiences. As noted in the example above, participants 
are far more likely to release sensitive data (e.g. related to privacy and trust) when they have formed 
some rapport with the researcher in question. The primary advantage of in-depth interviews is that they 
provide much more detailed information than what is available through other data collection methods, 
such as surveys. They also may provide a more relaxed atmosphere in which to collect information —
people may feel more comfortable having a conversation with you about their program as opposed to 
filling out a survey.10 These are important strengths since this method was used to ask adolescents 
about the sensitive topic of sexual behaviors and HIV risk. I wanted the respondents to feel comfortable 
to provide detailed and truthful responses. 
The rationale for sampling for qualitative methods is different from the approach used in 
quantitative research. Samples are purposeful rather than random to select cases that will provide rich 
data; and they are usually theory driven.11 In addition, theoretical sampling is a method of data 
collection based on concepts derived from data, this method is responsive to data and not established 
before the research begins and it allows researchers to explore these concepts in depth.12 This type of 
sampling is concept driven, analysis begins after the first day of data collection, it is based on the 
premise that data collection and data analysis go hand in hand.12   
Chapter 2 offers a case study analysis developed incorporating the narrative and findings from in 
depth interviews. Relevant themes emerged, from the case study which also helped to inform the third 
chapter and development of the focus group discussion guide. Furthermore, relevant literature was 
reviewed in order to further explore emerging constructs. This helped produce greater internal validity 
for emerging constructs.13 Strengths of case studies are that they are theory building, and resultant 
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theories can be considered “empirically valid” because the theory building process is intimately tied with 
evidence.13 By incorporating the feedback of BOOM!Health staff on recommendations for best practices 
utilizing the perspective of the community providers, this chapter provides practical guidance to 
overcoming the challenges implementing HIV prevention interventions targeting YGBM given the impact 
of contextual factors. 
Chapter 3 outlines the contribution of YGBM and TGW ideas and opinions on what works to the 
HIV prevention landscape in their own words. I was able to engage a large number of hard to reach 
participants in a friendly familiar environment in a focus group discussion.  The thematic analysis from 
this study also showed that there is a need for structural interventions for HIV prevention or HIV 
negative or HIV unknown YGBM that address their basic needs such as laundry services or food pantries. 
These interventions should not only provide HIV prevention education but also address structural 
factors like poverty and offer access to employment development programs and permanent housing. 
Also, in this chapter, I explored the concept of “intervention fatigue” among YGBM of color in 
the Bronx and how it relates to HIV prevention intervention participation, HIV testing and sexual risk 
behavior. We found that these YGBM participants did not experience fatigue participating in 
interventions per say, but they do prefer innovative approaches and locally developed, or adaptations of 
evidence-based interventions as opposed to CDC DEBIs. Part of their preference is because locally 
developed/adapted interventions also utilize approaches to emphasize participants involvement. Youth 
involvement in packaging messages is essential to delivering effective HIV prevention messaging to this 
community. Also, despite the provision of incentives for the completion of HIV prevention interventions, 
there is difficulty engaging members of this group to start and complete interventions. Furthermore, I 
wanted to investigate the potential relationship between intervention participation and HIV testing.  
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The contribution to the field made by this dissertation research in Chapter 4 was to utilize 
Gelberg’s update of Andersen’s Model for Healthcare utilization, the Behavioral model for vulnerable 
populations14,15 to study the use of HIV prevention services among YGBM. The behavioral model for 
vulnerable populations has been used to study healthcare utilization of homeless individuals8,16–18, HIV 
positive patients19–21 and patients with mental illness22–24. But the model has not been applied the 
utilization of HIV prevention services and used with YGBM as the vulnerable population. Although, there 
was not a one to one match of framework components, I adapted Gelberg’s framework to fit the 
dissertation research.  
Policy recommendations and areas for future research 
 
Areas for further research should be in designing and testing HIV prevention interventions that 
address structural change and health equity among Black/ African American and Latinx young gay, 
bisexual men who have sex with men, with the input from the community. Many YGBM have multi-
system involvement, such as experience in foster care and incarceration. These life circumstances 
should be considered when designing HIV prevention interventions, utilizing a trauma informed 
approach.    Furthermore, coupling group-level interventions with enhanced education and navigation to 
medical providers for PrEP is an area to explore for future research. Many of the focus group 
respondents were apprehensive about trying PrEP as a potential HIV prevention strategy.   It would be a 
good strategy for medical providers to team up with HIV service providers, such as BOOM!Health, to 
attend groups in order to provide more information, to dispel fears about PrEP side effects and have 
more streamlined referrals. 
This dissertation provided in-depth case study of one HIV service provider operating in the 
Bronx, New York with a history of engaging the LGBT community to provide some insight to address 
some of the challenges of engaging YGBM in HIV prevention interventions. Utilizing this approach 
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provides a practice-oriented view of delivering HIV prevention programming for this target population. 
This approach offers an “on the ground’ view of engaging YGBM by the experienced community 
members who do this work on a daily basis, field level staff.  This work reflects the community 
knowledge; activities, actions and strategies developed from experience and knowledge that the CBO 
community members have tried and found positive results. This case study can inform best practices 
that can be employed by other HIV service organizations to provide much needed HIV prevention 
services to this community.  
Further work should be done exploring the development, packaging and evaluation of HIV 
Prevention behavioral interventions developed by members of the target community. Participants 
discussed these interventions, what they liked about them, what they did not like about them and how 
they can be improved. The participants valued innovation in HIV prevention interventions, both in 
content and delivery of prevention messages. Research participants made their preference for locally 
adapted interventions very clear. Locally developed/adapted interventions provide up to date HIV 
prevention information, include modules on PrEP and PEP and also utilize social marketing tools that 
emphasize intervention participants posting unique prevention messaging on social media for their 
friends and peers. These interventions should be packaged, evaluated for efficacy and disseminated for 
replication with other YGBM communities across the country. Additionally, HIV prevention interventions 
should be trauma-informed and possibly enhanced to include mental and behavioral health 
components. As recommended by the focus group participants, there is a dire need to have access to 
mental health services, delivered through non-traditional approaches, like art therapy. The integration 
of mental health components in HIV prevention interventions should be further developed. 
Many of these participants have adopted the practice of routine HIV testing, with some 
specification on the type of HIV test they preferred. However, condom use among this group of men 
was more varied and not as consistent. A majority of participants stated their condom use was not 
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influenced by intervention participation. Intervention group participation has increased PrEP awareness 
among YGBM, but there was still fear related to side effects that impacts utilization. There should be 
further research exploring factors that influence consistent condom use among the YGBM population. 
Also, there should be further research on the separate impact of engaging in survival sex, and 
transactional sex on HIV prevention service utilization. The quantitative data only included one variable 
defined as sex work, and respondents may not have considered survival sex or transactional sex as sex 
work. 
I conducted the qualitative research before I began the secondary data analysis of extracted 
AIRS data. Based on the qualitative component of the study, I would have explored PrEP use, condom 
use, engagement in survival sex as opposed to sex work, and behavioral health needs in the quantitative 
component of the study, if I had conducted primary data collection. These themes were discussed 
repeatedly in focus groups with participants. However, based on the quantitative component, I would 
have updated my focus group guide to ask questions about health insurance status and ask about 
engagement in survival sex.   
HIV service providers, such as BOOM!Health, acted as the front line for access to resources for a 
lot of these youth. At a minimum, they must offer substantial referrals to address basic needs, have 
strong networks / linkages with providers to ensure that appropriate referrals to housing services, 
benefits, employment development are made for their clients in need. However, HIV service providers 
should also be prepared to provide much of this support on site at the agency, as well. There should be 
meals and food pantries associated with drop in centers, and immediate linkage to homeless shelters if 
needed. Paid peer programs should be utilized as pathways to employment at these agencies. Yet, the 
CDC only recommends structural interventions with short term financial incentives for people living with 
HIV (PLWH) and routine HIV testing for those with negative/unknown status.7 There is no 
recommendation at the federal level for structural interventions addressing the basic needs and poverty 
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factors of populations who are at highest risk of acquiring HIV.  Stable housing is a structural factor that 
is also a predictor of health outcomes and medical adherence for people living with HIV. 25,26 For HIV 
negative youth, there is also a strong association with HIV risk and housing status; research has shown 
that youth experiencing homelessness and housing instability are at an increased risk of HIV, with 
LGBTQ youth being disproportionately impacted. 27 
An investment in peer health educators can enhance the public health workforce. Peer health 
educators are often seen as the “backbone” of HIV prevention program. Peers not only provide outreach 
to community members, but they also co-lead HIV prevention intervention groups, help create social 
marketing campaigns and social media messages that resonate with target population and can act as 
health navigators providing a “warm hand-off” for participants who are referred to clinical services. With 
additional education and training, peers can also co-design locally developed interventions and conduct 
health and mental health assessments, if needed. In recognition of the importance of peer programs in 
HIV prevention, there has been a substantial investment in HIV Peer certification by the NYS Department 
of Health: AIDS Institute (AI).  In order to be eligible for certification, a Peer Worker must have the lived 
experience of HIV, HCV or accessing harm reduction services, complete 90 hours of training, pass a case-
based knowledge test, successfully complete a 500-hour practicum and agree to follow the NYS AIDS 
Institute Peer Worker Code of Ethics.  Also, community-based organizations should partner with high 
schools and community colleges that offer peer/health educator training, certification and staff capacity 
building. A collaboration with a local high school can offer CBOs the opportunity to engage youth peers 
providing these youth with skills building and resume-building work experience. A partnership with a 
community college or university system, can provide CBOs with training and certification opportunities 
for their staff/ peers and provide college students with internship and practicum opportunities to work 





I would argue that structural racism, stigma and homophobia have a profound impact on YGBM 
of color and their utilization of HIV prevention services. Structural racism involves interconnected 
institutions, whose linkages are historically rooted and culturally reinforced.28 It refers to the totality of 
ways in which societies foster racial discrimination, through mutually reinforcing inequitable systems (in 
housing, education, employment, earnings, benefits, credit, media, health care, criminal justice, and so 
on) that in turn reinforce discriminatory beliefs, values, and distribution of resources, which together 
affect the risk of adverse health outcomes.28. These interconnecting institutions such as child welfare, 
juvenile justice/criminal justice, and the school system have created barriers to accessing LGBT affirming 
sexual health education and services.  
There is evidence to suggest that young men of color who have sex with men (YMSM) 
experience co-occurring epidemics or a syndemic of health problems.  Initially proposed by Singer, 
syndemic describes a situation in which poverty, violence, as well as lack of access to housing, 
healthcare and other essential needs creates a negative, synergistic interaction leading to a 
disproportionately high level of HIV/STIs risk behavior.29 This also limits the ability of those in this 
environment to initiate prevention behaviors despite quality intervention programs and massaging.30 
These epidemics and risk factors develop in conditions of health and social disparities, often within 
specific marginalized groups, such as YGBM. Researchers have applied the syndemic framework to HIV 
risk among MSM, finding considerable empirical support for a model in which co-occurring psychosocial 
health problems (e.g., childhood sexual abuse, depression, substance use, intimate partner violence) 
compound the risk of HIV among MSM.31 A focus on structural racism offers a concrete, feasible, and 
promising approach towards advancing health equity and improving population health. Without a vision 
136 
 
of health equity and the commitment to tackle structural racism, then health inequities, especially in HIV 
prevalence among this vulnerable population, will persist.28 
I conclude this dissertation with the following strategic goals that could improve the delivery of 
HIV prevention services. First, there should be an enhancement of data collection and improved access 
to technology. HIV service organizations should invest in providing tablets to field staff for data 
collection and telehealth. Given the current focus on social distancing measures due to the COVID-19 
pandemic, there has been an increased reliance on telehealth services.  CBOs should focus on using 
technology to have intervention sessions remotely, make referrals for services (like PrEP navigation) 
through apps and address the health needs of participants using telehealth. Additionally, CBOs must 
invest in training staff and peers on the importance of data collection, start evaluating and packaging 
locally developed interventions. HIV service agencies should also approach AIDS Institute about possible 
data form revisions. The current forms are not user friendly (See Appendix E AIRS Agency Intake Form).  
Second, as previously mentioned, there must be an investment in developing peer programs, with 
access to training and certification. An investment in peer health educators can enhance the public 
health workforce. Lastly, HIV service agencies should create “a one stop shop” and provide participants 
with co-located services to address basic needs and cross-system involvement. This could look like multi-
service center where any young person can get access to HIV prevention services, but also medical and 
mental health services, classes for the High School Equivalency (HSE) exam and other educational 
support, workforce development (including resume writing), legal services, housing support, peer 
education and any other additional supportive services. CBOs may not have the capacity to provide all of 
these necessary services, but they can develop partnerships with other agencies that do offer these 
types of services. All youth and young adults, especially YGBM deserve easier access to supportive 
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Appendix B: A mixed methods approach to examining HIV Risk, Testing and Participation in 
Prevention Interventions with young, gay, and bisexual men who have sex with men (YGBMSM)-In-
depth Interview Guide (for BOOM!Health staff) 
 
1. Introduction: 
Welcome my name is Bianca Lopez and I am a graduate student at the CUNY School of 
Public Health. I will be conducting the interview today, and pass around the Sign-In Sheet 
with a few quick demographic questions ( first name-ONLY or initials, age, gender, 
race/ethnicity and experience working with YGBMSM). 
Thank you for agreeing to participate. I am very interested to hear your valuable opinion on how 
the HIV prevention interventions can be improved. 
 This information will be used to complete my dissertation study examining HIV Risk, 
Testing and Participation in Prevention Interventions. The purpose of this study is to 
learn how we can improve HIV prevention interventions targeting young men who have 
sex with men. 
 The information you give us is completely confidential, and I will not associate your 
name with anything you say in the focus group. 
 I would like to tape the interview so that I can make sure to capture the thoughts, 
opinions, and ideas more accurately. No names will be attached to the interviews and 
the tapes will be destroyed as soon as they are transcribed. 
 You may refuse to answer any question or withdraw from the study at anytime. 
 This information will be kept private and confidential. 
2. Turn on Tape Recorder (If I have permission) 
Do you have any questions for me before we get started? 
Questions: 
1) Let’s start with you telling me a little about yourself. How long have you worked at B! 
H? How long have you worked with the YGBMSM community? Do you implement HIV 
prevention interventions? 
2) Now I am going to shift to your experience with HIV Testing and Prevention. How long 
have you worked in HIV prevention and testing? 
a. What do you think are some of the facilitators to getting YGBMSM tested or 
participation in interventions? 
b. What are some barriers to getting YGBMSM tested or participation in 
interventions? 
c. What are some of the competing priorities for your clients? (Possibly basic 
needs..) 
3) Do you implement HIV prevention interventions? 
a. If yes, then which ones? How long where they? 
b. Describe your experience implementing the intervention. What did you think 
about the messages? 
c. How do you feel about the impact the messages and interventions have on your 
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client’s sexual health behavior? If there is no impact on behavior then why not? 
d. How do you think the intervention could be improved? 
4) Thinking about the topics I covered during the conversation, such as basic needs, HIV 
testing, HIV Prevention interventions and sexual health behaviors, how is BOOM!Health 
and other HIV service providers poised to assist their clients/participants? What works 
and what can be done better? 
5) What questions do you have for me? 
Probes for Discussion: 
 Benefits of participating 
o Health Education 
o Number of interventions you have participated in 
o Testing 
o Incentives (Gift cards, Metro Cards, Food?) 
o Length of intervention 
o Intervention facilitator 
o Bring/refer friends (or sex partners) 
o Impact on sexual practices 
o Affirming sexual orientation (safe space for GBMSM) 
 Barriers to participating 
o Length of intervention-too long 
o Forces one to “come out” 
o No focus on competing needs (hunger, joblessness) 
o No impact on sexual practices 
o Not enough incentives 
 Competing needs 
o Employment 
o Job training 
o Housing 
o Access to food 
o Educational opportunities 
o Basic needs 
That concludes our interview. Thank you so much for coming and sharing your thoughts and 
opinions with us. Please feel free to contact me if you have any questions. 
 
CUNY 












Appendix D: A mixed methods approach to examining HIV Risk, Testing and Participation in 
Prevention Interventions with young, gay, and bisexual men who have sex with men 
(YGBMSM)-Focus Group Discussion Guide (for YGBMSM participants) 
 
1. Introduction: 
Welcome my name is Bianca Lopez and I am a graduate student at the CUNY School of 
Public Health. I will be conducting the focus group today, and pass around the Sign-In Sheet 
with a few quick demographic questions ( first name-ONLY or initials, age, gender, 
race/ethnicity and participation in an intervention). 
Review the following: 
 Who we are and what we’re trying to do 
 What will be done with this information 
 Why we asked you to participate 
Thank you for agreeing to participate. We are very interested to hear your valuable opinion on 
how the HIV prevention interventions can be improved. 
 This information will be used to complete my dissertation study examining HIV Risk, 
Testing and Participation in Prevention Interventions. The purpose of this study is to 
learn how we can improve HIV prevention interventions targeting young men who have 
sex with men. 
 The information you give us is completely confidential, and we will not associate your 
name with anything you say in the focus group. 
 We would like to tape the focus groups so that we can make sure to capture the thoughts, 
opinions, and ideas we hear from the group. No names will be attached to the focus 
groups and the tapes will be destroyed as soon as they are transcribed. 
 You may refuse to answer any question or withdraw from the study at anytime. 
 We understand how important it is that this information is kept private and confidential. 
We will ask participants to respect each other’s confidentiality. 
2. Explanation of the process 
Ask the group if anyone has participated in a focus group before. Explain that focus groups 
are being used more and more often in health and human services research. 
About focus groups 
 We learn from you (positive and negative) 
 Not trying to achieve consensus, we’re gathering information 
 No virtue in long lists: we’re looking for priorities 
Logistics 
 Focus group will last about one hour 
 Feel free to move around 
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 Where is the bathroom? Exit? 
 Help yourself to refreshments 
3. Ground Rules 
Ask the group to suggest some ground rules. After they brainstorm some, make sure the 
following are on the list. 
 Step up/Step back 
 ELMO (Enough Lets Move On) 
 Everyone should participate. 
 Information provided in the focus group must be kept confidential 
 Stay with the group and please don’t have side conversations 
 Put cell phones on silent if possible, if you have to take a call please exit the room 
 Have fun 
4. Turn on Tape Recorder 
5. Ask the group if there are any questions before we get started, and address those 
questions. 
6. Introductions 
 First Name and Icebreaker Activity 
Questions: 
1) Let’s start with you telling me a little about yourself. How old are you? What’s your 
race/ethnicity? 
a. Where do you live? Do you live with your family? 
b. Have you ever been homeless? If so tell me about the situation. (Probing 
questions how long were you homeless? Were you alone or with your family? 
Where did you stay? In a shelter, with friends etc?) How did you eventually 
obtain stable housing? 
c. Have you ever been without food/or hungry? Have you been without food/hungry 
in the past 30 days? 
2) Now I am going to shift to your experience with HIV testing and HIV Prevention. Have 
you ever been tested for HIV? 
a. Why did you get tested? 
b. How many times have you been tested for HIV in the past 2 years? Describe your 
last HIV test. When was it? What was the setting? What type of test was used? 
3) Have you participated HIV Prevention Interventions? 
a. If yes, then which ones? How long where they? 
b. Describe your experience participating in the intervention. Why did you 
participate? What did you learn? What did you think about the messages? 
c. How do you feel about the impact the messages and interventions have on your 
sexual health behavior? If there is no impact on behavior then why not? 
d. How do you think the intervention could be improved? 
e. If you have not participated in an HIV prevention intervention, then why not? 
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What are some of the main reasons why you did not participate? 
4) Now I am going to ask you about condom use. How often do you use condoms when 
having sex? (Always? Sometimes? Never? ) Did intervention participation influence your 
condom use? Why or Why not? 
5) Thinking about the topics I covered during the conversation, such as basic needs, HIV 
testing, HIV Prevention interventions and sexual health behaviors, what important things 
did I miss about how you and other young men are thinking about this in their own lives? 
6) What questions do you have for me? 
Probes for Discussion: 
 Benefits of participating 
o Health Education 
o Number of interventions you have participated in 
o Testing 
o Incentives (Gift cards, Metro Cards, Food?) 
o Length of intervention 
o Intervention facilitator 
o Bring/refer friends (or sex partners) 
o Impact on sexual practices 
o Affirming sexual orientation (safe space for GBMSM) 
 Barriers to participating 
o Length of intervention-too long 
o Forces one to “come out” 
o No focus on competing needs (hunger, joblessness) 
o No impact on sexual practices 
o Not enough incentives 
 Access to health services 
o Condoms 
o PrEP 
o Engagement in health care (referrals) 
o Addresses substance use 
 Competing needs 
o Employment 
o Job training 
o Housing 
o Access to food 
o Educational opportunities 
o Basic needs 
That concludes our focus group. Thank you so much for coming and sharing your thoughts and 
opinions with us. If you have additional information that you did not get to say in the focus 
group, please feel free to write it on this index card, it can be anonymous (you do not have to 
write your name). 
Materials and supplies for focus group 
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 Sign-in sheet 
 Consent forms (one copy for participants, one copy for the facilitator) 
 Pads & Pencils for each participant 
 Index cards 
 1 recording device 
 Batteries for recording device 
 Extra tapes for recording device 
 Refreshments 
CUNY 




















Appendix E: AIRS Agency Intake Form 




* INTAKE DATE:   ___ ___ / ___ ___ / ___ ___ ___ ___ 
                                 MONTH           DAY                  YEAR 
 
 
    Please Check Box If Incomplete Agency Intake 
 
* CLIENT ID: 
 
SS #:   __ __ __ - __ __ - __ __ __ __ 
 









*SEXUAL ORIENTATION / GENDER IDENTITY: 
  
 
* FIRST NAME: 
 





















 SOMETHING ELSE 
 
 DON’T KNOW 
 
 CHOSE NOT TO 
RESPOND 
 
 10 Female 
 
 11 Male 
 
 12 Transgender 
 - Id As Female 
 
 13 Transgender 
 - Id As Male 
 
 
 10 Female 
 
 11 Male 
 











___ ___ / ___ ___ / ___ ___ ___ ___ 
 















 01 English 
 02 Spanish 
 03 French 
 04 Haitian Creole 
 05 Cape Verdean Creole 
 06 Italian 
 07 Russian 
 08 German 
 09 Chinese 
 10 Japanese 
 11 Other East Asian  
 12 Hindi 
 
 
 13 Other Indian / 
Pakistani   
 14 Vietnamese 
 15 Korean 
 16 Other Southeast 
Asian  
 17 Native American  
 18 Greek 
 19 Urdu 
 20 Sign Language 
 21 Braille 
 22 Portuguese 
 23 Arabic 
 24 Hebrew 
 
 
 25 Other African 
Language 
 26 Other Slavic 
Language 
 27 Khmer 
 28 Laotian 
 30 Bangla 
 31 Chinese – Cantonese 
 32 Chinese – Mandarin 
 33 Hmong 
 34 Bahasa Indonesia 
 35 Bahasa Melayu 
 36 Punjabi 
 37 Tagalog 
 38 Thai  
 
 
 01 English 
 02 Spanish 
 03 French 
 04 Haitian Creole 
 05 Cape Verdean Creole 
 06 Italian 
 07 Russian 
 08 German 
 09 Chinese 
 10 Japanese 
 11 Other East Asian  
 12 Hindi 
 
 13 Other Indian / Pakistani 
 14 Vietnamese 
 15 Korean 
 16 Other Southeast Asian  
 17 Native American  
 18 Greek 
 19 Urdu 
 20 Sign Language 
 21 Braille 
 22 Portuguese 
 23 Arabic 
 24 Hebrew 
 
 
 25 Other African Language 
 26 Other Slavic Language 
 27 Khmer 
 28 Laotian 
 30 Bangla 
 31 Chinese – Cantonese 
 32 Chinese – Mandarin 
 33 Hmong 
 34 Bahasa Indonesia 
 35 Bahasa Melayu 
 36 Punjabi 
 37 Tagalog 




ADDRESS & CONTACT 
 
 







This Person Can Be Contacted (Please Check All That Apply): 
  Discretion   By Mail 
               Home Visit 
 
                            By Phone 
 
* ZIP CODE: 
 
 
__ __ __ __ __ - __ __ __ __ 
 
        
 
Daytime Telephone: 
           
 
 
















LIVING SITUATION AT AGENCY INTAKE: 
 
 
HOUSEHOLD DATA AT AGENCY INTAKE: 
 
                              Head of Household?      Yes           No        N/A                  
 
 
Dependent Children Living With Client?      Yes           No        N/A  
 
         Is Client Inadequately Housed?       Yes          No         N/A  
 
 











 01 Homeless On Street 
 02 Homeless In Shelter      
 03 Transitional Housing 
 04 Residential - Psychiatric  
           Facility 
 05 Residential - Group Home 
 06 Residential - Drug Treatment 
 
 07 Skilled Nursing Facility Or Hospice 
 08 Hospital 
 09 Correctional Facility (Jail / Prison) 
 10 Permanent Housing - Rental 
 11 Permanent Housing - Owns Home 
 12 With Relations / Friends 
 13 Domestic Violence Situation 
 
Total Annual Household Income: 
 
$  ______________ 
 





* CLIENT:   ____________________________________   ______________________________________     __________________________ 
                      * LAST NAME                                                                * FIRST NAME                                                                     Middle 




* ETHNICITY:     
 






 31 Puerto Rican 
 32 Dominican 
 33 South American 
 34 Mexican / Mexican-American / Chicano(a) 
 
 35 Central American 
 36 Cuban 
 37 Spanish 
 38 Other Hispanic, Latino/a Or Spanish Origin 
       









 41 Eastern Europe / Russia  
 42 Southern Europe / Mediterranean 
 
 
 43 Other Europe 
 44 Arab / Middle East / North Africa 
 BLACK / AFRICAN AMERICAN Details:  21 African National  
 22 East African 
 23 North African 
 
 24 South African 
 25 West African 
 26 Haitian 
 27 Jamaican 
 28 Other Caribbean 
 ASIAN Details:  11 Asian Indian 
 12 Chinese 
 13 Filipino 
 14 Japanese 
 15 Korean 
 16 Vietnamese 
 17 Bangladeshi 
 18 Pakistani 
 19 Thai 
 81 Cambodian 
 82 Hmong 
 83 Indonesian 
 84 Lao 
 85 Malaysian 
 91 Tibetan 
 
 92 Taiwanese 
 93 Sri Lankan 
 94 Afghani 
 95 Other Asian 
 96 Burmese 
 97 Nepalese 
        (Please Note:  Details Is Required For Asian Clients Reported In The RSR) 
 
 AMERICAN INDIAN OR ALASKA NATIVE 
 
 NATIVE HAWAIIAN / PACIFIC ISLANDER Details:  Native Hawaiian 
 




 Other Pacific Islander 
 
  
         (Please Note:  Details Is Required For Native Hawaiian / Pacific Islander Clients Reported In The RSR) 
 
INSURANCE INFORMATION AT INTAKE 
 
* INSURANCE STATUS: 
 
 
  KNOWN 
 
  UNKNOWN / UNREPORTED 
 
  NO INSURANCE 
 






  U.S. 
 
  Other 
 







 01 Single (Never Married) 
 02 Married 
 03 Legally Separated 
 04 Informally Separated 
 05 Divorced 
 06 Widowed  




 01 Agnostic 
 02 Atheist 
 03 Baptist 
 05 Episcopalian 
 06 Protestant 
 07 Buddhist 
 08 Christian 
 10 Jewish 
 12 Lutheran 
 13 Methodist 
 14 Pentecostal 
 
 15 Presbyterian 
16 Seventh Day Adventist 
 17 Unitarian 
 18 Anglican 
 19 Orthodox Jewish 
 20 Greek Orthodox 
 21 Roman Catholic 
 22 Hindu 
 23 Jehovah Witness 
 24 Mormon 
 26 Muslim 
 
 
 27 Naturalism 
 28 Pantheist 
 30 Quaker 
 32 Taoist 
 33 None 
 35 Reform Jewish 
 36 Hassidic Jewish 
 37 Scientology 
 38 Christian Science 
 39 Santeria 
 99 Other 
 
 
* REFERRED  
    BY -      
     SOURCE: 
 
 101 Physician 
 102 Community Health Center 
 103 Designated AIDS Center  
            Hospital 
 104 Other Hospital 
 105 TB Clinic 
 106 STD Clinic 
 107 Family Planning / PCAP 
 108 Home Health Agency 
 109 Emergency Medical Services 
 111 ICF (Intermediate Care Facility) 
 112 Residential Health Care Facility 
 113 Skilled Nursing Facility 
 114 HIV Counseling & Testing 
 
 116 CHWP / NFP / Home Visiting 
 117 School 
 
 501 Community Service Provider (CSP) 
 502 Community Based Organization (CBO) 
 503 Adolescent Service Program 
 504 Shelter / Hotel 
 505 Supportive Housing Provider 
 506 Local Department of Social Services 
 507 Foster Care Agency 
 508 CFP / COBRA Case Management  
             Agency 
 509 Women’s Service Organization 




 651 HIV + Partner 
 652 HIV - Partner 
 653 HIV Status Unknown Partner 
 654 Friend Or Family 
 655 Media 
 656 Hotline 
 657 Street Outreach / Education 
 658 Self 
 659 Hemophilia Association 
 660 Partner Services 
 
 701 Drug Rehab Program 
 702 Detox Program 
 703 Substance Use Program 
 704 Alcohol Use Program 
 
 
 801 Community Mental Health Program 
 802 Psychiatric Services Provider 




 901 Legal Services Provider 
 902 Correctional Association Hotline 
 903 Division of Parole 
 904 Rape Unit 
 905 Department of Corrections 
 906 Criminal Justice Initiative 
 907 Other Inmate 
 
 999 Other 
 
* TYPE OF REFERRAL SOURCE:  
 








* CLIENT:   ____________________________________   ______________________________________     __________________________ 
                      * LAST NAME                                                                * FIRST NAME                                                                     Middle 
 
The Following Information Is Required To Complete The Intake 
* After The Intake Is Completed And Saved, You Will Need To Use The Proper “Historical Information” Form to Maintain The Following Information. 
 
 
HIV STATUS AT INTAKE 
 
* EFFECTIVE DATE:   ___ ___ / ___ ___ / ___ ___ ___ ___ 
                                          MONTH           DAY                  YEAR 
 
* HIV ADULT STATUS:                  
 
  01 HIV- POSITIVE, NOT AIDS          
  02 HIV-POSITIVE, AIDS STATUS UNKNOWN  
  03 HIV-NEGATIVE, AT RISK, NOT AFFECTED   
  04 UNKNOWN / UNREPORTED 
  08 HIV-NEGATIVE, AFFECTED                 
  10 HIV-POSITIVE, CDC-DEFINED AIDS  
  14 HIV-NEGATIVE, NOT AT RISK 
 
* HIV PEDIATRIC STATUS:     
 
  05 HIV-INFECTED (PEDIATRIC) 
  06 HIV-VERTICAL (PERINATAL) EXPOSURE 
  07 HIV-NEGATIVE SEROREVERTER        
  09 HIV-AFFECTED (PEDIATRIC) 
  11 HIV-NEGATIVE, AT RISK, NOT AFFECTED 
  12 UNKNOWN / UNREPORTED 
  13 HIV-NEGATIVE, NOT AT RISK 
  
 
* SYMPTOMS  (PEDIATRIC ONLY): 
 
  01 NONE 
  02 MILD 
  03 MODERATE 
  04 SEVERE 
 
 





* EFFECTIVE DATE:   ___ ___ / ___ ___ / ___ ___ ___ ___ 
                                      MONTH            DAY                  YEAR 
 
Recall Period:    CDC   Local               Initial Exposure                    
 
* FOR ALL OF THE QUESTIONS IN THIS SECTION: 
 
 NO RISK IDENTIFIED                     REFUSED                     NOT ASKED 
 
 




 MALE  FEMALE  TRANSGENDER  
 
 INJECTION DRUG USE (IDU) 
 
 SHARED DRUG INJECTION  
       EQUIPMENT  
 
 HEMOPHILIA / COAGULATION  
       DISORDER 
 
 BLOOD PRODUCT OR  
       TRANSPLANT RECIPIENT 
 











































   
IN EXCHANGE:  SEX FOR DRUGS / MONEY 
WHILE INTOXICATED AND / OR HIGH ON DRUGS 
WITH PERSON WHO IS AN IDU 
WITH PERSON WHO IS HIV POSITIVE 
WITH PERSON OF UNKNOWN HIV STATUS 
WITH PERSON WHO EXCHANGES SEX FOR DRUGS / MONEY 
WITH ANONYMOUS PARTNER 
WITH MULTIPLE PARTNERS 
WITHOUT A CONDOM 
WITH PERSON WHO IS A KNOWN MSM (FEMALE CLIENT ONLY) 
NO ADDITIONAL RISK INFORMATION SPECIFIED 
REFUSED TO REPORT ADDITIONAL RISK FACTORS 
NOT ASKED ADDITIONAL RISK FACTORS 
 
RISK IN THE LAST 12 MONTHS 
 
 
* FOR ALL OF THE QUESTIONS IN THIS SECTION: 
 
 REFUSED                     NOT ASKED 
 
 
* RECENT STD (NOT HIV): 
 
 YES (SELF-REPORTED) 
 YES (LAB CONFIRMED) 
 NO 
 DON’T KNOW  
 REFUSED  






 REFUSED  
 NOT ASKED 
 
* SEX WORKER: 
 
 YES  
 NO 
 REFUSED  
 NOT ASKED 
 






 DON’T KNOW 
 REFUSED 








* PREVIOUS HIV TEST 
 
* SELF-REPORTED TEST RESULT 
 
* IN HIV MEDICAL CARE 
 Yes   
 No 
 Don’t Know 
 Refused 
 Not Asked 
 
 YES   
 NO 
 DON’T KNOW 
 REFUSED 
 NOT ASKED 
 
MM/YYYY __ __ / __ __ __ __ __ 
 
 Preliminary Positive 
 Positive   
 Negative 
 Indeterminate 
 Don’t Know 
 Refused 





 Don’t Know 
 Refused 
 Not Asked 
 
 
IN PRENATAL CARE 
 
 
    * If you answer “Yes” to “Previous HIV Test,” you must enter the MM/YYYY and  
          answer the “Self-reported Test Results” Question 
 
    * If you answer “Positive” In “Self-reported Test Results,” you must answer 
          the “In HIV Medical Care” Question 
 Yes 
 No 
 Don’t Know 
 Refused 
 Not Asked 
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